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il \ 
EXECUTIVE SUMMARY 


Terms of Reference 


1. To review the sex and age distribution of new smear positive tuberculosis (TB) cases registered 
under the Revised National Tuberculosis Control Programme (RNTCP) in Medak and Hyderabad 
districts and compare the observed age-sex distributions with those in published prevalence and 
incidence studies of pulmonary TB in India. 


2. suggest how case detection rates among women can be better evaluated using data from 
routine programme reports. 


Main Findings 


1. In India and all other high prevalence countries examined, notification rates for smear positive 
pulmonary TB have been lower among females than males after age 14. These findings do not 
concur with the experience of industrialised countries in the first half of this century, where rates 
among females between the ages of 15 and 35 were 10-35% higher than among males. It has 
therefore been postulated that in high prevalence countries with poorly developed public health 
services, women are under-diagnosed when compared to men. However, the epidemiology of TB 
in industrial countries earlier this century with respect to the age-sex distribution of pulmonary 
TB may be a poor guide to the situation in India today, where patterns of urbanisation, living and 
social conditions, and work activities are different (Section 1). 


2. Cross-sectional and prospective studies carried out in India show lower rates of bacteriologically 
confirmed pulmonary TB among adult women in all age groups when compared to men. 
Exceptionally, in the Bangalore rural longitudinal survey (1961-68), an annual incidence rate of 
approximately 100 per 100,000 was found for both sexes in the 15-34 age group. In the Wardha 
district prevalence survey (1982), rates were lower for women in all age groups and for all 
demographic groupings with the exception of some occupational groups that accounted for a 
small proportion of female cases (Section 2, Appendices 1-3). 


3. The age-sex distribution of smear positive TB cases registered under RNTCP in Medak and 
Hyderabad districts (1995-1998) is broadly similar to RNTCP registrations for all India (1997). 
Overall, the proportions of smear positive cases that are male in all India, Medak and Hyderabad 
are 67.6%, 72.0% and 63.5% respectively. In Hyderabad district, when compared to all India, the 
relative proportion of smear positive cases for both sexes in greater in the age group 15-24 than in 
the age group 25-35. In Medak district, the relationship is reversed: a greater proportion of cases 


in both sexes are found in the age group 25-35 than among younger adults, when compared to all 
India data (Sections 3-5, Appendix 6). 


4. In Hyderabad district, the proportion of female cases is higher, and the distribution of case 
detection rates for both sexes is skewed toward younger adults, when compared to Medak. The 
age-sex distributions of registered cases observed in Medak and Hyderabad have remained 
relatively constant over three years and probably reflect true differences in the age-specific 
incidence of TB, with higher rates among young adults of both sexes in Hyderabad when 


compared to Medak (Appendix 7). 


5. The rapid expansion of private health services in India during the last 50 years (which do bons 
notify reportable diseases) makes it difficult to draw conclusions about overall access 4 a 
services on the basis of figures reported from public facilities. Moreover, variable use of private 
services across age-Sex groups is likely to distort the age-sex pattern of public sector usage. 
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Recommendations 


5. 


Better use of routinely reported data can be made by following the trends of smear positive case 
detection rates by sex and age group. This requires obtaining estimates for population 


denominators for each district. Where appropriate, case detection data within districts should be 
analysed separately for urban and rural areas. , 


DFIDI should encourage the Central TB Division (CTD) to develop sex and age-group specific 
incidence estimates for the TB epidemic in India. Currently, the only evaluation of coverage that 
is routinely carried out by the CTD is to compare the total smear positive case detection rate in a 
district to the national annual incidence estimate of 85 per 100,000 population. 


Simple retrospective studies abstracting data from treatment registers and treatment cards on 
outcome by sex, age, type of facility and type of DOTS provider should be planned as part of 
regular project monitoring. Such low-cost audits can identify factors associated with poor 
programme performance that may differ for men and women. 


The demographic profile of male and female patients using the private network of DOTS 
providers managed by the Mahavir Trust hospital in Hyderabad should be compared to the profile 
of patients using treatment centres managed by the State TB Training and Demonstration Centre 
(STDC). Comparing patients that use public and private services can provide useful information 
for planning urban services. 


Retrospective studies based on routinely recorded data of registered patients have inherent 
limitations. Operational studies using a mix of methodologies can provide direction for improving 
service delivery strategies. By way of example, the abstracts presented in Annex 1 summarise 
three linked studies examining gender issues related to beliefs, treatment seeking and treatment 
adherence in Vietnam. The impact of these studies will be maximised if the involve programme 
managers and are planned as part of implementation and evaluation. 


CS 


DFIDI Andhra Pradesh Tuberculosis Project 


am - + baoyrt rn 
ne oye See ra 
‘ (iW sab F200 
Lute sthrT is ol Gee 


"y i} Ge Saubés 7. Ruz xeit 
‘leat ie “yi ye 
: _ 
ol dou neat ae 
ann) lai Sar 


ewer Sine ott sores ameter oI rere pages les ote 
negro ates bie whit lebeees in) ese ante 


947 Corny Srenicy | ai’ >t ' feove TET Sie tee, 
10 ise 4 vloreg bo: siden ey ae 
» ets ta 


p ova uineihg Petays) to enh bahition vis giveth esac be 
vente eva i: ao eee te con « op rvaar aalhinste bay 
} rant. ah bsigaes's @ halla Mega a ter gee) 

abil: Sag a hapa 9 ite a 


Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


. 
TABLE OF CONTENTS 
I es scensbnonnnansonsnencen VI 
1 SEX DIFFERENCES IN THE INCIDENCE OF TB INFECTION AND DISEASE ............. 1 
et ETE ss cemadusascgecanencacesssasnandadnegeesateasecoseonascnsnen 1 
Boe PROG sic rt POE Tie TRIPEC TION TO) PED DISEASE ......-0<cacccesso---necsccecosannconcecnnncscnsssncncnssassnces 1 
ee Ot a rr OREN GE ree nee. ss ccsnssctenscacncscosnacendssancnadecsensaneacsencanscssdeases 2 
1.4 SUMMARY: SEX DIFFERENCES IN THE INCIDENCE OF TB INFECTION AND DISEASE................+. 3 
2 AGE-SEX DIFFERENTIALS IN TB PREVALENCE AND INCIDENCE IN INDIA .......... 4 
GY SE Dee ee Oe SE ease coe er ere 4 
ee TO TARO WERE TEAUNICE DET PAC MAG ii ois cctdsanensnsnnnenssessssranssessenspsnsasepeepncsszensessene’ 4 
ee eeu ree ME EAE, CRETIEUY | --_.. ..:ccnuansnganenpmpannpasessssopes+agasnoarsasgusgeapansarecntncsmpeshanusate 4 
2.4 DATA FROM THE BANGALORE LONGITUDINAL SURVEY ........:::::ssssseeeseeeesssnneeeeseeneeeeetenseessenens 5 
2.5 SUMMARY: SEX AND AGE DIFFERENTIALS IN TB PREVALENCE AND INCIDENCE IN INDIA....... 6 
3. MEDAK DISTRICT: AGE-SEX DISTRIBUTION OF REGISTERED of > | ere 6 
3.1 RNTCP REPORTING AND NTP REGISTRATIONS IN MEDAK DISTRICT.......csesceseeeseereereeereneeseraees 6 
3.2 SEX DISTRIBUTION OF ALL NEW CASES .........cscsscessessesseeseeeeeesseseesessaseanessesenseaetaceaaneanacnesnanseneys 6 
3.3 AGE-SEX DISTRIBUTION OF NEW SMEAR POSITIVE CASES........:ssssssesessesseetsersenensesensanensarnnnaeneney 6 
4 HYDERABAD DISTRICT: AGE-SEX DISTRIBUTION OF REGISTERED CASES.......... 7 
4.1 RNTCP REPORTING AND NTP REGISTRATIONS IN FEVDERABAD DUS TRIG 0 ctesccstesnssvssnncssetentaned 7 
42 SEX DISTRIBUTION OF ALL NEW CASES ........cccscscesessesessssesneresesnenenecsesncessesnensnsenanancnnenanannnnssszsgss 8 
43  AGE-SEX DISTRIBUTION OF NEW SMEAR POSITIVE CASES. ......ssssessssssssssesssssssensnnnsasenenenssesensnnnens 8 
5 MEDAK AND HYDERABAD DISTRICTS: COMPARISON OF AGE-SEX 
DISTRIBUTIONS WITH ALL INDIA DATA AND BETWEEN DISTRICTS. .......0-eceeseseereeeeeeeees 9 
5.1 MEDAK AND HYDERABAD AGE-SEX DISTRIBUTIONS COMPARED WITH ALL INDIA DATA......... 9 
5.2  AGE-SEX DISTRIBUTIONS IN MEDAK DISTRICT COMPARED TO HYDERABAD DISTRICT .......-++-- 9 
Pr Aj 41, Os ne OTe cn 10 
ANNEX 1: EXAMPLES OF OPERATIONAL RESEARCH ON GENDER DIFFERENCES IN 
TREATMENT DELAY, ATTITUDES TO COMPLIANCE AND BELIEFS ABOUT TB.......-. 11 
Al.1 LONGER DELAYS IN TB DIAGNOSIS AMONG WOMEN IN VIB TNAMG sees seconds svsstesssesseenesesesentts 11 
A1.2. ATTITUDES TO COMPLIANCE WITH TB TREATMENT AMONG WOMEN & MEN IN VIETNAM. 12 
Al1.3.. DIFFERENT TB IN MEN AND WOMEN: BELIEFS FROM FOCUS GROUPS IN VIETNAM. .....00++++ 13 


CI EE ee 


DFIDI Andhra Pradesh Tuberculosis Project 


5 


7 wt AAS , 

4 — ee > 
r Ta a a am a 

» &T w Wen 1. 

w Pie Fae“? 
/ Mase 22 


Faeyr hpetine: 
Ph te le 


ari’ 


IP 


¢ y 9 } tt. nae j 
meer ere es wi SAW SS, TT Wi eA aS 2 Ne i, 
eT GBR: T2i Fas Ht? 40TI ‘iT 7 4e-: TAT 


wh sea tt Sia BR Wi CAL Sin teil cy. ae 
“a Sere ily ulabeltvVicktstuherapiee Oe 2 
a eT eer? ee wereee bany is . Cb 
“ incites ses rsnesess SORTED DVIS SAIS W/E FO Ve 
a PAD GARAI2IIN YOVOTT 121i TAdKMA-ADA -TON 
’ ~ o-thegaiali OAAABO TH 4) COT ASTORIA TT Ge 
; : . 2PPO Wat La 
mer DR hiner revi = OO yay 108 naive Wal a Ae 
aA 20 MOR ATvO > “Ten Gada 
mer ONG VAT EN Hk WEG OAL 1 


wh F251 GSARBAOD 24; MT JEG H Pe Ss 2, a 
rr HO? Giga: ay Es 7 TTA | 4 Mect 3 fid i. ) 


- 


- 


> 
ORS8 44 604+ o4 OFGEES oe OPEC OO ee) 0 4804 bs 6 te 


7 
ih a Le nen +a=steyecq 


RAMI?’ > 4 Wanteau . LAMONT A 4 
RA 2 LESH yA, a a4 mt 


Ctsnmen MLTR MBM. OOMA HaOVipaa SF 
a ote un Teer 30 AT Mew sone 


BiG ee Hen ere Mod 2 1 AW. eA a 
— a 


. 


Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


Vi 


LIST OF APPENDICES 


Appendix la: 
1b: 
le: 


Appendix 2 : 


Appendix 3 : 


Appendix 4a: 
Ab: 
Ac: 
4d: 


4e: 


4f: 
Appendix Sa: 


5b: 


Se: 
Sd: 
Se: 
Sf: 
Appendix 6: 
Appendix 7a: 


7b: 


Chingleput BCG trial, 1968: Prevalence rate of culture positive TB per 100,000 
population, by age group and sex (table & graph) 

Chingleput BCG trial, 1968: Prevalent cases of culture positive TB by age group and 
sex (table & graph) 

Chingleput BCG trial, 1968 (regrouped data): Prevalence of culture positive TB by 
standard age groups and sex (table & graph) 

Wardha district census survey, 1982: Prevalence rate of culture positive TB by sex 
and occupational group for urban and rural populations (table) 

Bangalore rural longitudinal survey, 1961-68 : Average annual incidence of culture 
positive TB by age cohort and sex (table & graph) 

Medak district, RNTCP: Registrations of new TB cases by type of disease and sex, 
1996-98 by quarter (table) 

Medak district, RNTCP: Registrations of new smear positive TB cases by age group 
and sex, 1996-98 by quarter (table) 

Medak district, RNTCP: Proportion of male among new smear positive cases by age 
group, 1996-98 by year (table & graph) 

Medak district, RNTCP: New smear positive cases by age group and sex, 1996-98 
(table & graph) 

Medak district, RNTCP: New smear positives by age group and sex, as percentage of 
total for each sex, 1996-98 (table & graph) 

Medak district, RNTCP: New smear positives by age group and sex, average annual 
rate per 100,000 population, 1996-98 (table & graph) 

Hyderabad district, RNTCP: Registrations of new TB cases by type of disease and 
sex, 1996-98 by quarter (table) 

Hyderabad district, RNTCP: Registrations of new smear positive TB cases by age 
group and sex, 1996-98 by quarter (table) 

Hyderabad district, RNTCP: Proportion of male among new smear positive cases by 
age group, 1996-98 by year (table & graph) 

Hyderabad district, RNTCP: New smear positive cases by age group and sex, 1996-98 
(table & graph) 

Hyderabad district, RNTCP: New smear positives by age group and sex, as percentage 
of total for each sex, 1996-98 (table & graph) 

Hyderabad district, RNTCP: New smear positives by age group and sex, average 
annual rate per 100,000 population, 1996-98 (table & graph) 

India, Medak, Hyderabad, RNTCP: New smear positive cases by age group and sex, 
(graphs) af 

Medak versus Hyderabad district, RNTCP: New male smear positives by age group, 
average annual rate per 100,000 population, 1995-1998 (table & graph) 

Medak versus Hyderabad district, RNTCP: New female smear positives by age group, 
average annual rate per 100,000 population, 1995-1998 (table & graph) 


| ee 


DFIDI Andhra Pradesh Tuberculosis Project 


a ef 1 ‘Ts *, : 
2! wp ‘ 
$0450 ovina eiet: ’ My milo ont gett SR 
Be . (res erie? ai HO r 
+! «2 Lew query 52)  csehs Grpeog ims8Te ae a ATFIVA 4a 
’ Gale 
ati pos + cul RUG ane wo 
(arpa 2 7 ‘Adeds h.4O0 | eo 5 


ree 22a oe yd OBR: noms a ASTAR sain 
a a 


(Igery Baldat) 2e-oee) neaabeqne COR 


w UT IH awl ees Bs be SOAR sot » 


en iy 0 
pe v EP ailtiegg veo. Wont 1S Soorte tere A bn ; 
wert 4 ; 


Pe {otdG}) yah ~~ 
(oy ER Wor gnome STAG anos 1 Oe ae 


triqu’, P- olded) caso el HO 
to, gy ope i - 5 cotruaaey Tein rol TAR. 


Je eR te OQ +s 
a (digas 2 >iday) 
et bee eins 2... t ia acti vest 8 on 
iirc: & ote Re ae iene boron ss 
ery 3gN Beare? S00. roe I TUT ee 
_ 


TWO: vier) EYELET VS. sie fershivli 24 
Seis} ory 1-200 eeaisibgeyey (HOw v1 ‘ : wh t 


ho) OTS pelle 


— 


0 | AEG] eae  aerag 
} sed (GE 14S 
a 


Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


1 SEX DIFFERENCES IN THE INCIDENCE OF TB 
etal INFECTION AND 


1.1 Risk of TB infection 


Although there are technical problems and immunological considerations that can affect the 
interpretation of tuberculin skin tests (Rieder, 1995; Fine, 1993), tuberculin surveys carried out in 
many countries have shown fairly consistent patterns in the age-sex prevalence of TB infection. 


Tuberculin prevalence surveys conducted in 15 countries as part of BCG vaccination campaigns 
between 1948 and 1951 (Nyboe, 1957) and later WHO surveys in Africa (Roelsgaard et al., 1964) 
showed that the prevalence of tuberculin skin test (TST) positivity is nearly equal in males and 
females until at least the age of 10 years, and that sometime in early adolescence the prevalence of 
TST positivity among males exceeds that among females. For both sexes, the prevalence of TST 
positivity declines in adults over age 50, either because of selective mortality of TST positives or 
declining test sensitivity with age, or because of a combination of a reversion to negativity and a 
reduced risk of reinfection in the elderly (Fine, 1993). 


In Bangalore, population surveys carried out in 119 randomly selected villages between 1961 and 
1968, showed that the prevalence of infection was similar until the age of 14, after which the 
prevalence increased in males (Gothi et al., 1974). By age 30, the male prevalence was 60% compared 
to about 30% among females. The prevalence of TST positivity continued to rise with age in males to 
about 65% at age 50; in females, TST prevalence rises with age to about 50% by age 65. 


A similar pattern was found in tuberculin surveys carried out as part of the large BCG trial in 
Chingleput. In the 20-29 year age group, the prevalence of TST positivity among males was about 
70%, whereas among females the prevalence was about 55% (Baily et al., 1980). By age 50, the 
prevalence among males versus females was 85% and 70% respectively. 


Whereas the prevalence of infection appears to have been much higher in the Chingleput population, 
these differences may in part be due to differences in the antigen used and other methodological 
differences. The relevant point here is that the age-sex trends were similar in both populations and 
matched patterns observed in other countries (Holmes et al., 1998). 


The differences in the prevalence of TB infection between males and females after adolescence (as 
measured by TST) has usually been attributed to more frequent contact with infectious cases among 
older males because of different work and social patterns (Hudelson, 1996). The difference may in 
part be due, however, to sex differences in the delayed-type hypersensitivity (DTH) immune 
responses to the tuberculin skin test antigen (Fine, 1993). 


1.2 Progression from TB infection to TB disease 


hat have followed individuals infected with TB (as determined by a positive 
high-income settings, that women between the 


to active disease. After the age of 40 this trend 
(Holmes et al., 1998). 


Prospective studies t | , 
TST) have consistently shown, in both low-income and 


ages of 10 and 40 are more likely than men to progress 
is reversed and men have higher progression rates than women 


In both instances, it is unclear why rates of progression to active disease should be different between 
sexes. Among older men, it has been postulated that a higher prevalence of alcohol abuse eo a 
smoking contribute to higher progression rates (Brown and Campbell, 1961; Lewis and Chamberlain, 
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1963). In countries with a high TB prevalence, a second reason for a higher progression rate amon 
older men may be a higher rate of re-exposure to infectious cases as compared to women of the a 
age. Reinfection has a significant impact on TB incidence in high prevalence countries. Among the : 
Inuit of Alaska, Greenland and northern Canada, the decrease in TB incidence after 1950 that : 
followed the decline in the number of infectious cases, also occurred among older persons which had 
been previously infected (Styblo, 1991). The importance of reinfection in an area of South Africa with 


a high TB incidence has been demonstrated in a recent inti identi 
; paper using DNA fingerprinting to ident 
strains (van Rie, et al., 1999). eerP g to identify TB 


Among younger women, it was formerly believed that pregnancy and the postpartum period increased 
the risk of progression from infection to disease. However, reviews of older studies (Snider, 1984; 
Hamedah and Glassroth, 1992) and a case-control study comparing the prevalence of pregnancy or 
childbirth among women with and without TB (Espinal et al, 1996) have shown that there is probably 
no link between pregnancy and TB. 


As previously mentioned, differing DTH immune responses may partly explain the lower prevalence 
of TST positivity among young women. If this were indeed the case, then higher rates of progression 
observed among young women could in part or in whole be due to the higher risk of disease among 
women who manifested a positive TST, rather than a greater susceptibility to disease. In the 
longitudinal study in Bangalore, where subjects initially screened for TB infection and disease where 
subsequently screened for TB at set intervals (Olakowski, 1973), it was observed that that among TST 
positives, the annual incidence of disease was higher in women aged 15-34 than among similarly aged 
men. However, the TB incidence among all subjects in the 15-34 age group (including both TST- 
negative and TST-positive subjects) showed the same annual incidence for both sexes, about 100 per 
100,000 population. In older age groups, the average incidence was higher for males than females, 
both among those initially tuberculin positive and those initially tuberculin negative. 


1.3 Overall risk of TB disease 


Most of the data that indicates higher rates of pulmonary TB disease among young women are from 
industrial countries in the early half of this century with well developed health services and reporting 
systems. These data on notified cases show that disease rates were similar for males and females 
below the age of 15, higher in women from adolescence to the mid-twenties or mid-thirties by 10- 
35%, and consistently higher in men after the age of 40 (Holmes et al, 1998). 


Though the overall notification rate of TB disease in low-income countries today is similar to that 
found in industrialised countries in the first half of this century, the same pattern in age-sex rates of 
pulmonary diseases has not been observed, whether in China, South America, African countries or 
India. In all low-income countries examined, notification rates for smear positive pulmonary TB have 
been higher in males after the age of 14. This has led to the hypothesis that public health services are 


under-utilised by women with TB relative to men in developing countries, or that women with TB are 


under-diagnosed when they do present. 


in the use of health services for other diseases such as malaria 
9; WHO/TDR, 1996). Other studies indicate that financial and 
d may result in inadequate care-seeking, and that this can be 
has TB or sexually transmitted diseases. 


There is evidence of sex differences 
and leishmaniasis (Ettling et al., 198 
social barriers are greater for women an , 
exacerbated for health conditions that are stigmatised suc 


However, the fact that the age-sex distribution of reported pulmonary TB in developing countries ~ 
does not reflect the pattern seen in the industrialised countries in the first half of this century is not! 
itself secure evidence that women in India are underrepresented among notified cases. 
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vex and Age Distribution of TB patients in Medak and Hyderabad districts 


In the first place, the cumulative risk of TB for most women in India today, as in other high 
prevalence countries, may be quite different from that of women in industrialised Europe in the early 


part of the century, where patterns of urbanisation, livin iti Vi 
ne Ce , : g and social conditions, and 
were quite different. ae 


Secondly, general studies of the burden of TB disease in low-income countries indicate that a large 
proportion of infectious pulmonary cases, regardless of sex, are not detected by public health services 
(Murray, 1993). For India in 1997, the estimated proportion of smear positive cases detected by public 
services was only 34.0% (WHO, 1999). In the context of low utilisation of public sector services for 
TB, it is difficult to draw conclusions from reported figures about the relative under-utilisation of 
services by women or under-diagnosis of TB among females by health workers. 


A wide range of private health care services in India today probably account for as many TB 
treatment episodes as the public sector (Pathania, 1997). The use of available private health services 
can be expected to vary according to a number of social and demographic variables including place of 
residence, sex, education and income. Because the relative use of private versus public health services 
for a particular medical condition may differ by sex or age, one may anticipate that the proportion of 
TB cases that use public services will not be the same across all age-sex groups. 


1.4 Summary: sex differences in the incidence of TB infection and disease 


The prevalence of TB infection as determined by tuberculin skin test (TST) surveys in India and in 
other high TB prevalence countries have shown that the prevalence of TST positivity is similar in 
males and females until early adolescence, after which prevalence among males exceeds that of 
females. Sex differences in TST positivity after adolescence have usually been attributed to higher 
exposure risks among males, but may in part be due to sex differences in immune responses to TSTs. 


In both low and high TB prevalence countries, progression to active pulmonary TB among TST 
positives is more likely among females between the ages of 10 and 40. After the age of 40, 
progression is more likely among males. Higher rates of alcohol abuse and smoking, as well as a 
greater risk of reinfection have been postulated as reasons for higher rates among older men. 
Pregnancy is no longer considered an independent risk factor for disease progression. 


Overall disease rates for any age-sex group are determined by the cumulative incidence of exposure 
and the risk of progression to active TB. The findings of TST surveys in high prevalence countries 
and prospective studies on disease progression among those with a positive TST would lead one to 
expect that the overall rate of pulmonary TB would be higher among males in India, with a clear 
excess among males in older age groups. A priori, the relative rates of pulmonary TB expected among 
males and females between the ages of 10 and 40 in India is less clear. 


In India and all other high prevalence countries examined, notification rates for smear positive 
pulmonary disease have been lower among females after the age of 14. These findings do not concur 
with the experience of industrialised countries in the first half of this century, where rates among 
females between the ages of 15 and 35 were 10-35% higher than among males. It has therefore been 
postulated that in high TB prevalence countries with poorly developed public health services, women 


are relatively under-diagnosed as compared to men. 


inj lier this century with respect to the sex 
epidemiology of TB in industrial countries ear r thi 3 
tien of  iasuaty 12 may be a poor guide to the situation in India today. The rapid expansion 
f private health services in India during the last 50 years (which do not notify reportable eae 
pk se it difficult to draw firm conclusions about overall access to health services on the basis 0 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


figures reported from public facilities. Moreover, variable use of private services across age-sex 
groups is likely to distort the age-sex pattern of public sector usage. 


2 AGE-SEX DIFFERENTIALS IN TB PREVALENCE AND 
INCIDENCE IN INDIA 


2.1 Source for published data 


An extensive review of the available data was summarised in 1996 for the South East Asia Regional 
Office of the WHO (Chakraborty, 1997). This comprehensive survey of published and unpublished 
studies confirms that TB is still a major cause of morbidity and mortality throughout the country. For 
pulmonary TB, a majority of cases occur in males, perhaps two out of three. Whereas approximately 
50% of prevalent cases occur in adults 40 years of age and over, almost as many are found in young 
adults between 20 and 40. Among women, 50% of pulmonary TB cases occur in the reproductive age 
group. 


The problem of comparing studies carried out over several decades in different parts of India and 
using different methodologies is a recurrent theme in Chakraborty’s review. In order to reconcile 
conflicting data, certain estimates are recalculated by Chakraborty. Most of the data summarised are 
not presented separately by sex. However, data on a number of studies reviewed include age-sex data 
and some of these findings are presented in the following sections. 


2.2 Data from the Chingleput BCG trial 


The prevalence survey for the BCG trial was done in 1968 as part of the house-to-house census survey 
in Chingleput district of Tamil Nadu (Baily et al., 1980). The prevalence of bacteriologically 
confirmed cases was lower among women in each five-year age group. The definition of culture 
positive was positivity on two specimens taken from subjects with an abnormal miniature chest X-ray. 


Of all culture positive cases, 79% were in males. Among men with confirmed pulmonary disease, 
70% were in the age group 20-54 years, comprising 39% of the male population. Among female 
culture positive cases, about 56% of cases were in the reproductive age group from 20-44 years, 
comprising 40% of the total female population. Appendix la and 1b shows the distribution of culture 
positive cases by age and sex as reported in the study’. To facilitate comparison, the data are 
presented by the age groups used by the RNTCP to report smear positive disease in Appendix Ic. 


It should be noted that the figures represent prevalent cases of culture positive TB according toa 
particular case definition, and should not be viewed as the expected pattern for smear positive case 
detection. The relationship between incidence and prevalence is likely to vary by age-sex groups, as 
will case detection ratios. Thus the age-sex distribution of TB found in a prevalence survey, while a 


reflection of the actual burden of TB disease at the time and place of the survey, is only indicative of 


the age-sex distribution of newly detected cases under a fictitious scenario of 100% case detection at a 


point in time. 


2.3. Data from the Wardha study 


' Figures are taken from Chakraborty, 1997. 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


In this house-to-house survey carried out in Wardha district of Maharashtra in 1982. TB s . 
identified by chest symptom screening (Nayer et al., 1989). Two sputum sreciticns suese ee 4 e 
from chest symptomatics over the age of 5 years. This was the only TB prevalence stud ial 

in India specifically designed to determine the associations between TB prevalence “etd and acts 


economic characteristics. Place of residence (urban or rural), type of dwelling, education occupation 
and income strata were examined. 


The overall prevalence of culture positive TB, includin ' 

; g rural and urban areas, was 1.8 times higher in 
males (239 per 100,000) than females (132 per 100,000). Prevalence rates increased with age - 
males, the highest prevalence rates occurring in the age groups 55-59 and 60 years and over. Among 
females prevalence rates increased with age until the 35-39 age group, falling off after the 50-54 age 
group. 


Of the total cases among women, about 48% were among those unemployed, which includes 
housewives’. About 24% and 15% of female cases were classed as "agricultural labourers" and 
"cultivators" respectively. For all demographic variables examined, rates in females were less than 
those in males, with the exception of three occupational groups: urban "cultivators" (680 per 
100,000), urban "professionals" (849 per 100,000) including small shop keepers, and rural "service" 
workers (520 per 100,000). The latter two groups — urban professionals and rural services workers — 
represented a low proportion of the female population in this survey and consequently accounted for a 
small proportion of the total cases among females. 


Appendix 2 shows the prevalence of culture positive TB by sex and occupational groups for urban 
and rural populations as found in the Wardha census survey. 


A recent prevalence study of smear- or culture positive TB carried out in two rural tahsils of Wardha 
district to compare rates among tribal and non-tribal populations found a successive increase in 
prevalence rates by age for both sexes in the non-tribal populations, with a 1.5 fold excess in males 
among the 93.7 thousand non-tribals surveyed. The age sex distribution among the 20.6 thousand 
tribals surveyed showed a 2.4 fold excess in males (Narang et al., 1999). 


2.4 Data from the Bangalore Longitudinal Survey 


In this house-to-house survey initiated in 1961 in three sub-districts of Bangalore, all subjects were 
tuberculin tested and those over the age of 5 were screened by miniature X-ray (Olakowski, 1973; 
Gothi et al., 1974). Subjects were periodically screened for active TB over a 5-year period. The study 


was therefore able to estimate TB incidence rates. 


The annual incidence of culture positive cases between different surveys in the population over age 5 
ranged from 80 to 136 per 100,000. The annual incidence of culture positive cases decreased over 
time (i.e., between the four surveys) for both males and females among those in age groups 5-14 and 
15-34 at the start of the survey. In the age group 35-54, the annual incidence rate among males 
increased over time from 200 to 300 per 100,000 but remained relatively stable among females at 100 
per 100,000. In women aged 55 and over at the start of the study, there was a slight increase in annual 
incidence between successive surveys (from less than 150 per 100,000 to about 200 per 100,000). 
Among men aged 55 and over at the start of the survey, the annual incidence between successive 


surveys ranged from 400 to 700 per 100,000. 


2 Chakraborty, 1997. It is not clear whether the figure of 48% 1s in error oF includes other groups besides the 


workers” as shown in Appendix 2 of this consultancy report. Based on the age-sex ratio in the 
d the total population proportion of “non-workers” shown in the table, the class 


(rather than 48%) of female cases. 


class of “non- 
population, age-sex TB rates an ‘ 
of “non-workers” would account for about 26% 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


Over 5 years of observation the average annual incidence rate of TB in women was similar at about 
100 per 100,000 for the age groups 15-34 and 35-54 and 55 and over. For men, the average inciden 
rate was about 100 per 100,000 for the age group 15-34, about 200 per 100,000 for the age grou 35. 
54 and about 600 per 100,000 for those aged 55 and over. About half of all incident cases ft 
period of follow-up occurred in men aged 35 years and over. These data are shown in eas 


2.5 ama Sex and age differentials in TB prevalence and incidence in 
ndia 


Cross-sectional and prospective studies carried out in India show lower rates of bacteriologically 
confirmed pulmonary TB among adult women in all age groups. Exceptionally, in the Bangalore rural 
longitudinal survey (1961-68), an annual incidence rate of approximately 100 per 100,000 was found 
for both sexes in the 15-34 age group. In the Wardha district prevalence survey (1982), rates were 
lower for women in all age groups and for all demographic groupings with the exception of some 
occupational groups that accounted for a small proportion of female cases. 


3 MEDAK DISTRICT: AGE-SEX DISTRIBUTION OF REGISTERED 
CASES 


3.1. RNTCP reporting and NTP registrations in Medak district 


In order to reduce reporting requirements to the minimum needed to monitor overall programme 
performance, routine quarterly case registration reports under RNTCP provide limited age and sex 
information. For smear positive relapses cases, smear-negative pulmonary cases and extrapulmonary 
cases, only the total number of registered patients is reported by sex. For new smear positive 
pulmonary cases sex is reported by seven age categories: 0-14, 15-24, 25-34, 35-44, 45-54, 55-64, and 
65 and above. These reporting requirements conform with those recommended globally by the WHO. 


Before the introduction of RNTCP, routine NTP reports classified patients as smear positive but did 
not categorise patients by age group or sex. Patients not started on an RNTCP regimen in Medak 
district were registered as NTP patients through 1998 and reported on separate forms. In the one-year 
period from the 2™ quarter of 1997 to the 1“ quarter of 1998, 47% of all patients and 38% of new 
smear positive patients were registered under NTP. The distributions by age and sex described in the 
following sections exclude those patients registered under NTP. 


3.2 Sex distribution of all new cases 


Overall, among the 5,237 cases registered under RNTCP during the first 11 quarters of a 
implementation (1996-Q1 through 1998-Q4), 68.4% were male. Among new smear coolly 
pulmonary cases (45% of all new cases) and among smear-negative pulmonary cases (50% of all new 
cases), the proportion of males has been consistent since the implementation of RNTCP “itty 
72.0% and 67.0% respectively. Among the much smaller group of extra-pulmonary cases (5% of new 
cases), 50.9% have been male. These data are shown in Appendix 4a. 


3.3 Age-sex distribution of new smear positive cases 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


Except for the small number of cases under age 15, male registrations exceeded those among females 
in all age groups. Between the ages of 15 and 44, males registrations accounted for 66-68% of srt 
In older age groups, the proportion of male registrations successively increased. These data are rene 
in Appendix 4b. Appendix 4c, shows the proportion of males among reported cases by age group f : 
each year from 1996-98, ranging from 60-90% above the age of 15. - 


Appendix 4d presents the age group distribution of all new smear positive cases by sex, and Appendix 
4e shows the age group distribution as a percentage of total registrations for each sex. The age group 
15-44 accounts for 60% of male registrations and almost 75% of female registrations. Among 


females, the age group 25-34 accounted for 31% of registrations, followed by 24% for the women 
aged 35-44. 


Appendix 4f shows the distribution of cases by age group as an annual population rate per 100,000. 
This table and graph were obtained by applying the 1991 census age-sex distribution of the rural 
population in India to the 1997 population of Medak, estimated as 25.63 lakh. Though the ri 
denominator population used to generate the data in Appendix 4f are based on the national census 
rather than estimates for Medak district, large differences are not expected. 


Age-specific case detection rates per 100,000 population, as opposed to case numbers, allow 
comparison with prevalence and incidence surveys and are a better basis for estimating the proportion 
of expected cases that are using public sector services. The annual smear positive case detection rates 
— only 46 per lakh for males and 19 per lakh for females — are well below expected. 


Consistent with the prevalence data from Chingleput, the incidence data from Bangalore (see Section 
2), and other India data, notification rates are higher among males in each age group and increase with 
age. The male:female ratio rises steadily from 1.8 (age group 15-24) to 6.1 (age group 65 and over). 
The highest rates among males are in the age group 55-64; according to the data reviewed in Section 
2, one would expect the rate among males over 65 to be the highest. While the general age group 
distribution of rates for males are those that might be expected (with the exception of the 65 and over 
age group), the absolute rates are lower than expected. 


Among females, similar rates are observed in women aged 25-34 and 35-44, with rates falling in older 
age groups. One might expect rates among females ages 45-54 to be similar or higher than rates 
among younger adult women. As for males, absolute rates for females are low in all age groups. 


4 HYDERABAD DISTRICT: AGE-SEX DISTRIBUTION OF 
REGISTERED CASES 


4.1. RNTCP reporting and NTP registrations in Hyderabad district 


As for Medak district, the distributions by age and sex described in the following sections exclude 
those patients registered under NTP where routine reports do not categorise patients by age group or 
sex. In Hyderabad district, the RNTCP was introduced into a limited number of treatment awe bs 
the city covering an estimated 10 lakh population until September 1998. In the a 5 7 ; 
RNTCP was implemented in the other treatment centres under the management of the state 


Training and Demonstration Centre (STDC). 


a f 1997 to the 1“ quarter of 1998, 77% of all patients and 
ne-year period from the 2™ quarter 0 o th | : 
aa on ees positive patients in Hyderabad district (1997 population estimate of 3 preg 
‘stered under NTP. Thus, the figures presented in this section represent a minority Of 1 — 
a entieapel in STDC treatment centres in Hyderabad district. However, at the STDC facilities in 
pati 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


which RNTCP was implemented, the majority of pati oa 
, t 
started on RNTCP regimens. Jority of patients residing in the RNTCP catchment area were 


4.2 Sex distribution of all new cases 


Overall, among the 3,841 RNTCP cases registered over the 14 quarters since the introduction of 
RNTCP, 56.6% have been male. Among new smear positive pulmonary cases (49% of all new cases) 
the proportion of males is 63.5%. Among smear-negative pulmonary cases (30% of all new cases), the 
proportion of males is 59.8%. Among extra-pulmonary cases including gland TB (17% of all ee 
cases) only 36.0% have been male. The proportion of male patients among new cases by type of TB 
for Hyderabad district is shown in Appendix Sa. 


4.3 Age-sex distribution of new smear positive cases 


As in Medak district, smear positive registrations in Hyderabad district among males exceeded those 
among females in all age groups after the age of 15. However, among young adults in the age group 
15-24, female registrations were almost equal to male registrations. In older age groups, the 
proportion of male registrations successively increased, reaching 85% among those aged 65 years and 
more. These data are shown in tabular form for each quarter Appendix 5b and presented graphically 
for each year in Appendix Sc. 


In Appendix 5d are shown the total number of cases by age group and sex for the period. The 
distribution by age group as a percentage of total registrations for each sex are shown in Appendix Se. 
This distribution is more skewed towards younger women than in Medak. The age group accounting 
for the largest number of cases among females are very young adults between the ages of 15 and 24 
(44%). Almost three quarters of female registrations (72%) are among women aged 15 to 34. 


Appendix Sf shows the distribution of cases by age group as an annual population rate per 100,000. 
This table and graph were obtained by applying the 1991 census distribution among the urban 
population in India and selecting 10 lakh as the denominator population (the estimated catchment 
population for the RNTCP in Hyderabad during the period examined). As already stated in relation to 
Medak district, age-specific incidence rates allow comparison with historical data and are a better 
basis for estimating the proportion of expected cases that are using public sector services than age-sex 


é ‘ ‘ 3 
distribution of case numbers. 


Among males, the highest notification rate is in the 25-34 age group with a general downward trend in 
older males. Comparatively high rates are also observed in the 15-24 age group. 


und in women aged 15-24. The rate in this age group is almost 


Among females, the highest rates are fo aln 
ups, the male:female sex ratio rises 


the same as the rate among males of the same age. In older age gro 
steadily from 1.6 (age group 25-34) to 5.6 (age group 65 and over). 


me smear positive cases detected in Hyderabad within the 10 lakh catchment 


is the author's 
excluded from RNTCP case registration figures. It is t 
me ered is much smaller than for Medak district and can probably be 


3 The reader is reminded that so 
population for RNTCP and are t : 
understanding that the proportion of cases registere 
ignored when looking at age-sex trends among notified cases. 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


S MEDAK AND HYDERABAD DISTRICTS: COMPARISON OF AGE- 


SEX DISTRIBUTIONS WITH ALL INDIA D 
pas ATA AND BETWEEN 


5.1 Medak and Hyderabad age-sex distributions compared with all India data 


Appendix 6 compares the age-sex distribution of smear positive TB cases registered under RNTCP 
across India in 1997 with the age-sex distribution of cumulative RNTCP cases in Medak and 
Hyderabad district through the end of 1998. The graphs show that broadly speaking the age-sex 
distributions are similar. Overall, the proportion of smear positive cases that are male for India 
Medak and Hyderabad are 67.6%, 72.0% and 63.5% respectively. In Hyderabad district Ea 
compared to all India, the relative proportion of cases for both sexes in greater in the aa group 15-24 
than in the age group 25-35. In Medak district, the relationship is reversed: a greater proportion of 
cases in both sexes are found in the age group 25-35 than among younger adults, when compared to 
all India figures 


5.2 Age-sex distributions in Medak district compared to Hyderabad district 


The distinct differences in the distribution of cases by age group between Medak and Hyderabad are 
illustrated in Appendices 7a and 7b, which show the best estimate of annual case detection rates per 
100,000 population by age group for males and females respectively. 


Both the higher proportion of female cases in Hyderabad compared to Medak, as well as the fact that 
the distribution for both sexes in Hyderabad is skewed toward younger adults can have several 
explanations. Some of the differences may be artefact, namely the case detection rates are inaccurate 
because the age-sex distribution of the populations in Hyderabad and Medak are different than the 
1991 census of India age-sex distributions for urban and rural areas that were used to produce the 
tables and graphs. It is more likely that the population distribution in 10 lakh catchment area in 
Hyderabad differs from the 1991 census of India distribution for urban areas. However, any 
differences in the age-sex distribution of the real population versus the all India census data are 
probably not sufficient to account for the observed differences in the age-sex case detection rates 
between Hyderabad and Medak. 


Another explanation could be that the proportion of true cases that use and are diagnosed at public 
sector facilities is age and sex specific, and that this will differ between rural and urban populations. 
In this case, the distribution of registered cases 1s a distortion of the true distribution among the 
population. This almost certainly plays some role, explaining for instance why the case detection rate 
among males over 65 are lower than among younger adults, when the data reviewed in Section 2 


suggest that they should be higher. 


urrent demographic projections for both districts or carrying 
out similar analyses of reported rates in other rural and urban districts in India, it is difficult to 
estimate the importance of the above factors. Notwithstanding these cautionary remarks, the age-sex 
distributions of registered cases observed in Medak and Hyderabad districts have remained relatively 
constant over 3 years (Appendices 4a-c and S5a-c). It may therefore be concluded that the true age 
specific incidence of TB in the Hyderabad population under study is different from that in Medak, 


with higher rates among young adults of both sexes. 


Without examining in greater detail the c 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


ANNEX 1: EXAMPLES OF OPERATIONAL RES 

EARCH ON 
DIFFERENCES IN TREATMENT DELAY, ATTITUDES TO “— 
COMPLIANCE AND BELIEFS ABOUT TB 


A1.1 Longer delays in TB diagnosis among women in Vietnam. 


Long NH, Johansson E, Lonnroth K, Eriksson B, Winkvist A, Diwan VK 
Int J Tuberc Lung Dis 1999 May;3(5):388-93 


National Institute of Tuberculosis and Respiratory Diseases, Hanoi, Vietnam. 


SETTING: 
Study conducted in 23 randomly selected districts in four provinces of Vietnam. 
OBJECTIVE: 


To describe and compare health seeking behaviour between men and women and to measure delays in 
tuberculosis (TB) diagnosis. 


DESIGN: 


All patients (n = 1027) aged 15-49 years with new smear positive pulmonary TB detected in the 
selected districts during 1996 were interviewed using a structured questionnaire. 


RESULTS: 


Mean total delay to TB diagnosis was 13.3 weeks (95% confidence interval [CI] 1 1.5, 15.1) for 
women and 11.4 weeks (95% CI 10.6, 12.2) for men, including a patient's delay of 7.9 weeks (95% CI 
6.5, 9.3) and 7.6 weeks (95% CI 6.9, 8.3) respectively. Doctor's delay was significantly longer among 
women (5.4 weeks, 95% CI 4.2, 6.6) than among men (3.8 weeks, 95% CI 3.3, 4.3). Women did not 
start seeking care later than men, nor did they have a different health seeking pattern. Women visited 
more health care providers than men (1.7 and 1.5 providers, respectively, P = 0.02). 


CONCLUSION: 


both men and women. Women do not receive a diagnosis of 


Patient's delay is unacceptably long for 
: ders as quickly as men once they seek health care. The 


TB by doctors or other health care provi | as ™ 
reasons for this gender difference warrant further investigations. 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


Johansson E, Long NH, Diwan VK, Winkvist A 
Int J Tubere Lung Dis 1999 Oct;3(10):862-8 


Department of Public Health Sciences, Karolinska Institute, Stockholm, Sweden. 
eva.johansson@phs.ki.se 


SETTING: 


A study carried out in 1996 in four districts representing south and north as well as urban and rural 
areas of Vietnam. : 


OBJECTIVE: 


To explore gender differences in knowledge, beliefs and attitudes towards tuberculosis and its 
treatment, and how these factors influence patients' compliance with treatment. 


DESIGN: 


Sixteen focus group discussions were performed by a multi-disciplinary research team from Vietnam 
and Sweden. Analysis was performed using modified Grounded Theory technique, specifically 
evaluating gender differences. 


RESULTS: 


Women were believed to be more compliant than men. Insufficient knowledge and individual cost 
during treatment were reported as main obstacles to compliance among men (poor patient 
compliance), while sensitivity to interaction with health staff and stigma in society (poor health staff 
and system compliance) were reported as the main obstacles among women. 


CONCLUSIONS: 


gender-sensitive approach to compliance, which 


It is time to adopt a more comprehensive and . 
liance and system compliance, in order to fully support 


incorporates patient compliance, doctor compli 
individual patients in their efforts to comply with treatment. 
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Sex and Age Distribution of TB patients in Medak and Hyderabad districts 


A1.3 Different TB in men and women: beliefs from focus groups in Vietnam. 


Long NH, Johansson E, Diwan VK, Winkvist A 
Soc Sci Med 1999 Sep;49(6):815-22 


National Institute of Tuberculosis and Respiratory Diseases, Hanoi, Viet Nam. 


After decades in decline, tuberculosis (TB) has been increasing worldwide. In 1993, the World Health 
Organisation declared TB a global emergency. Passive case-finding is an important part of TB control 
programmes, and this is strongly affected by people's perceptions and beliefs of TB and society's 
behaviour towards TB sufferers. 


The aim of this study was to describe the perceptions and beliefs of Vietnamese people regarding TB 
and its risk factors with special reference to differences between men and women. Sixteen focus 
group discussions (FGDs) were organised in four districts representing different regions in Vietnam 
and consisting of men and women, TB patients and non-TB participants. 


In general, participants had good knowledge of TB being a dangerous, contagious and infectious 
disease, caused by germs. However, traditional beliefs in different types of TB still exist, mainly 
among older people in rural areas, but also resorted to by other people once ill. 


Four main types of TB were reported: (1) “Lao truyen” (hereditary TB), handed down from older 
generations to latter ones through “family blood”, regardless of sexes; (2) “Lao luc” (physical TB), 
caused by hard work, more men affected; (3) “Lao tam” (mental TB), caused by too much worrying- 
more women affected; and (4) “Lao phoi” (lung TB), dangerous and caused by TB germs, transmitted 
through the respiratory system-more men affected. Other general risk factors were also mentioned. 
Men were perceived to get TB more often than women, as they were more exposed to risk factors 
during both work and leisure time. These traditional beliefs may contribute to long delays to TB 
diagnosis and increased social stigma and isolation of TB patients and their families due to erroneous 
beliefs in transmission routes. Our findings demonstrate areas where TB control programmes may be 


improved. 
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PENDIX 1A 


CHINGLEPUT BCG TRIAL, 1968 
PREVALENCE OF CULTURE POSITIVE TB BY AGE & SEX, PER 100,000 
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Source: Chakraborty, 1997, Table 11. 
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>PENDIX 1B 


CHINGLEPUT BCG TRIAL, 1968 
PREVALENT CASES OF CULTURE POSITIVE TB BY AGE AND SEX 
Age Group Cases (estimated) 
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APPENDIX 1C 


CHINGLEPUT BCG TRIAL PREVALENCE SURVEY, 1968 
PREVALENCE OF CULTURE POSITIVE TUBERCULOSIS BY STANDARD AGE GROUPS AND SEX 


| ss FAge Group __ {Prevalent cases per 100,000 
Male [Female [Bothsexes [| —SsdY SS Female [Both sexes _ 

0-14 EE, Ce Oa) OM, LL ee 
15-24 7 | SR | 
25-34 1392 | a” See 
35-44 77.) i) a: | a 
45-54 2950] 761. J) 
55-64 3372 728 | a 
6 | 3665 618 | ial 

1203 | a Tk: TT 


Source: Prevalence rates and cases recalculated from Table 11, Chakraborty, 1997. 
Figures differ slightly from Appendix 1a because of apparent discrepancies in reported rates and populations. 
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APPENDIX 2 


WARDHA CENSUS SURVEY, 1982 
PREVALENCE OF CULTURE POSITIVE PULMONARY TUBERCULOSIS BY OCCUPATION, PER 100,000 POPULATION 


Urban and rural 


Sex Ratio 
(M/F) 


Sex Ratio 
(M/F) 


Proportion of 
total cases 


Sex Ratio 
(M/F) 


Total 
population 


Population 
proportion 


Occupation 


2. 
20% | 1308 | to | 4a | 
15.0% | 102766 | 245 | 248% | 
r 16.4% | 112,665 | 085 | 21.4% _| 
T3.9% | 26,946 _| notavailable | not available 
T 1.5% | 10,586 _| notavailable | not available 
r 400.0% | 687,401 | 1.08 | 100.0% _| 


Source: Chakraborty, 1997, Table 12 and Appendix Table iv 
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APPENDIX 3 


BANGALORE RURAL LONGITUDINAL SURVEY DATA (1961-68) 
AVERAGE ANNUAL INCIDENCE OF CULTURE-POSITIVE TUBERCULOSIS BY AGE COHORT AND SEX 


Age Group _ |Incidence rates (per 100,000) 


-__ ]Both Sexes [Males [Females __ JBoth Sexes [Males [Females 
0-14 mn Wie 240 0-14 Pa TO aaa 
| a See 15-34 326 166] Ss 160 
35-54 ee a Se ci a — aaa | 
55+ EB LS A | 
T 107 Ae T et 
Source: Incidence rates estimated from Figure 11 in Chakraborty, 1997. 


Cases calculated by applying 1991 Indian Census data for age sex distribution of rural population 
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APPENDIX 7A 


MEDAK VERSUS HYDERABAD DISTRICTS, 1995 to 1998 
RNTCP: MALE SMEAR-POSITIVES BY AGE, ANNUAL RATE PER 100,000 
| 044 | 15-24 | 25-34 | 35-44 | 45-54 | 55-64 | 65+ | Total __ 


0.6 35.4 82.6 81.5 eal 132.1 ati 
1.4 94.6 106.4 93.2 99.6 88.7 63.4 64.0 


Hyderabad 


G Medak 
| @ Hyderabad 


0-14 15-24 25-34 35-44 45-54 55-64 65+ 


Note: Denominators for rates estimated by taking population distributions from 


1991 census for rural (Medak) and urban (Hyderabad) populations. 
Rates for Hyderabad based on 10.00 lakh population and for Medak on 25.63 lakh (1997). 
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APPENDIX 7B 


MEDAK VERSUS HYDERABAD DISTRICTS, 1995 to 1998 
RNTCP: FEMALE SMEAR-POSITIVES BY AGE, ANNUAL RATE PER 100,000 
45-24 | 25-34 | 35-44 | 45-54 | 55-64 | 65+ | Total __ 


oi Ae be ee oe tna | ve | 
90.4 67.2 38.9 11.4 41.2 


100.0 
90.0 
80.0 
70.0 
60.0 
50.0 
40.0 
30.0 
20.0 
10.0 

0.0 


@ Medak 
@ Hyderabad 


0-14 15-24 25-34 35-44 45-54 55-64 65+ Total 


Note: Denominators for rates estimated by taking population distributions from 
4991 census for rural (Medak) and urban (Hyderabad) populations. 
Rates for Hyderabad based on 10.00 lakh population and for Medak on 25.63 lakh (1997). 
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EXECUTIVE SUMMARY 
SERVE SUMMARY 


The two important objectives of the Study are 1) to present the socio-demographic 


profiles of the defaulters of T B treatment in Public hospitals and 2) to review the 
ee caiment in Public hospitals a Feview t 


institutional responses to default. 
The study is based on the review of treatment cards of the patients. Though the intrinsic 
limitations of this methodology are known before, this Strategy is preferred in view of 


limitations of time, budget and also the limited objective of the study — to help design the 
— 


future operational research. 
ee ee 


For the purpose of this Study, treatment cards of all the defaulters of T.B treatment under 
RNTCP in Medak district and Hyderabad in A-P were reviewed. F urther, to allow for 
comparisons, a matching sample of Cured/Treatment completed patients and also patients 
registered under the NTP were also considered. Thus the data was obtained from 1449 


treatment cards, including the 1131 cards of RNTCP patients. 


Majer findings: 


Medak sample: | 


Though there is no clear indication that defaulters belong to any particular age group, the 


tendency to default among the members of higher age groups is evident. It could be 
inferred from the data that the chances of defaulting among those aged less than 25 years 
is less than 50%, while the chances of defaulting among those aged above 55 years is 
almost 75%. | 
The proportion of female defaulters is higher by about 4% to 10%, than their iciaggn 
among the cured sample. The proportion of females to males among the total registered 


i ny the 
patients was approximately | - 3.2. But the proportion of females to males among 
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14. 


Pp rAe 
The data shows a slightly greater inability among the Hindu patie 
ne PE FLNGU atic 


nts to complete the wane 
treatment in Public facilities. 


—_— 


A slightly greater tendency among the Category I patients to default is noted. The 
Proportion of Category I, II and III patients among the total registered patients was 


55.6%, 16.6% and 27.7%, respectively. But the proportion of the same categories among 

the defaulters was 59.2%, 16.6% and 24.2%, respectively. 

Diagnosis within the division area is not all that common in three divisi i 
g ee divisions, namely ho Maieal 


Tekmal, Mirzapur and Narsingi. Patients of dekma division particularly traveled greater 
ee eee 


distances for diagnosis either'at DTC or at the Microscopic Centers located out side the “ 

division. 

lt appears that patients have not felt it difficult to cover a distance of about 10 Kins. For 

availing treatment. The completion of treatment was, however, effected if the patients 
okt eernwne wos, HOWSVEE Siam tf Ne 


were [0 travel more than 10 Kms. 


Non-availability of adequate transport facilities too seems to have not influenced the 
completion of treatment. 
i S Z . 
By and large, the patients have commenced the treatment without much delay (within of 


three days) after the diagnosis. In case ofSangareddy jnd/Siddipet division)’ slightly 


greater tendency to default by those who comparatively commenced the treatment late is 
Orn 


noted. 


About 70% of the patients completed (those who completed!) the treatment according to 


- the treatment schedule. Patients of Siddipet and Mirzapur divisions interrupted the 


treatment on one or more occasions and hence filed to complete the treatment as on 


expected date. 


A quarter of the patients, who interrupted the treatmen me occasions, could 


3 ys of xpected date of completion. 
complete the treatment ultimately only after 30 days of the expe oe 
ne 


Of the total detaulters, a slightly more than two-thirds were those who detaulted during 


. : : 5 i e 
the intensive phase. The patients who defaulted immediately after th 


comprised another 15.2%. 
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eting the ired tollow 
The tendency to default ultimately was also shown by not completing the requ! 


utum examinations in time. 
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16. 16.3% of the total detaulters were initial detaulters /The data shows that many of tho 


se 
who defaulted during the intensive phase have done so after treatment for only a few / EAS 
days. 


17. Study reveals very poor recording practices relating to defaulter retrieval actions. The 


date on which the patient was considered as default was not always recorded. In case of 

/ 12.7% of the defaulters, the time lag between the date of interruption and recorded date 
of default was less than five days/1 his was less than one month in the case of another 
one fifth of the patients. Thus, repeated contacts with patients prior to declaring, as 
default appears to be uncommon. 

18. Of those who interrupted the treatment (prior to their ultimate completion of treatment) 
48% have interrupted only once, but those who interrupted for four or more times too ly) 
comprised a very significant percentage (21%). 

19. Default retrieval actions were only rarely recorded in the treatment cards. The available / of 
records show that the action was initiated only after seven days in majority of the cases. 

20. The male health workers like the MPHA (M), Laboratory Technicians, cut seems Lo 
have functioned better than the ianinctors have as DOTS observers. Among the total 
defaulters, the proportion of patients with Pharmacists as DOTS observers is << 


comparatively more. 


Hyderabad sample 


21. The distribution of patients by age groups showed trends similar to those observed in case 
| 3 . t as 
of Medak. But the proportion of patients of above 41 years among the defaulters is no 


much as it was observed in Medak. Unlike in Medak, the proportion of those aged less 


than 20 years is significantly higher among the cured sample. 


high 
be The proportion of females both among the cured and the defaulters was considerably hig 


in Hyderabad than in Medak. But the trends were the same. 


4%). 
slightly higher (69.5%) than what it was among the defaulters (66.4%) 


25. The preference for higher level institutions for diagnosis is evident, as almost half the 


patients in Hyderabad were diagnosed at the STC. 


26. That the distance of less than 10 Kms ts not greatly hindering the treatment is revealed. It 


is the clistance and not really the travel time and lack of adequate transport, which matter [) ) 


when the patients have to travel “more” distance for treatment. 

Majority of the patients commenced the ir reatment within three days of diagnosis. Just for 

two out of every 10, all commenced the treatment within six days. 

28. As in the case of Medak, slightly more than two thirds of the defaulters were those who 
discontinued treatment during the intensive phase. v4 

29. The problem of initial defaulters is a bit negligible in Hyderabad. However, the problem 
of early default is as high as in the case of Medak. 

30. +The proportion of patients who completed the treatment as per schedule is slightly less in 
Hyderabad. Almost one in eight patients interrupted the treatment for more than three 
times, where as a similar percentage of patients interrupted for at least two times. 

31. The records reveal comparatively satisfactory efforts by the staff for default retrieval in 
Hyderabad. Some action was initiated at least in five days time in about 47% of the 
patients. 

32. Most frequently, the first retrieval action was intimation by post card. (60%). The 74 

subsequent retrieval actions, in the form of “ home visit” were taken only after a gap of 

about 7 — 10 days. 

As the DOTS observers were most frequently, the Pharmacists of the T.B Clinics, it is ) ? ? 


difficult to comment on the association of default and the category of DOTS observer. 
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Short Course and Standard Regiment: 


34. Patients of higher age groups generally defaulted more than the others, though the 


; letaulters 
f be and 26-30 years among the ¢ 
proportion of members of age groups 21-25 years 


among the 
of the SCC and SR categories is also more as compared to their PrOpOreans aaa 


RNTCP patients. 
35 More females than males tended to complete the treatment. <— 
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36. 


Greater proportions of Moslems tended to complete treatment when on SCC treatment 
than when on SR treatment in Hyderabad. 

Distance traveled by the patients had no bearing on the completion of treatment for either 
the patients registered for SR or SCC category of treatment in the city of Hyderabad. The 
data for Medak however reveals that patients requiring travelling longer distances tended 
to default in greater numbers. 

The proportions of patients who interrupted the treatment for different times in case of 
patients put on SCC or SR categories of treatment is lesser as compared the proportions 
in the RNTCP patients. 

As in the case of RNTCP, majority of SR and SCC patients also defaulted from the 
treatment during the intensive phase or immediately after the intensive phase. Similarly, 
the proportions of those who defaulted after consumption of 60 doses in the SCC 


category were more in Medak than in Hyderabad. 
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EXECUTIVE SUMMARY 
Terms of Reference 
|. The two important objectives of the study are |) to present the socio-demographic profiles of the 


defaulters of T.B treatment in Public hospitals and 2) to review the institutional responses to default. 


i 


The study is based on the review of treatment cards of the patents. Though intnnsic 
limitations of this methodology are known before, this strategy is preferred in view of 
limitations of time, budget and also the limited objective of the study — to help design the 
future operational research. 

3. For the purpose of this study, treatment cards of all the defaulters of T.B treatment under 
RNTCP in Medak district and Hyderabad in AP were reviewed. Further, to allow for 
comparisons, a matching sample of Cured/Treatment completed patients and also patients 
registered under the NTP were considered. Thus the data was obtained from 1449 treatment 
cards, including the 1131 cards of RNTCP patients. 


Summary of findings 
Medak sample 


4 Though there is no clear indication that defaulters belong to any particular age group, the 
tendency to default among the members of higher age groups 1s evident. The chances of 
defaulting among those aged less than 25 years is less than 50%, while the chances of 
defaulting among those aged above 55 years is almost 75%. 

5. The proportion of females to males among the total registered patients 1s approximately 1: 


3.2. But the proportion of females to males among the defaulter is 1:2.8 


6. The proportion of Category 1, If and If patients among the total registered patients is 55.6%, 


16.6% and 27.7%, respectively. 


defaulters is 59.2%, 16.6% and 24.2%, respectively. 
cover a distance of about 10 Kms. for availing treatment. 


But the proportion of the same categones among the 


7 Patients have not felt it difficult to 


The completion of treatment was. however, effected if the patients were to travel more than 


alu . dy 
10 Kms. Non - availability of adequate transport facilities too, did not influence the 


completion of treatment. 


8 About 70% of the patients completed ( 
A quarter of the pati 


those who completed) the treatment according to the 
ents, who interrupted the treatment on some 


le. 
Se erria ly only after 30 days of the expected date of 


occasions, could complete the treatment ultimate 
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12. 


13. 


completion. Of those who interrupted the treatment (prior to their ultimate completion of 
treatment) 48% have interrupted Only once, but those who interrupted for four or more times 
too compnised a very significant percentage (21%). 

Of the total defaulters, a slightly more than two-thirds were those who defaulted during the 
intensive phase. The patients who defaulted immediately after the intensive phase compnsed 
another 15.2%. 


. 16.3% of the total defaulters were initial defaulters. The data shows that many of those who 


defaulted during the intensive phase have done so after treatment for only a few days. 


. Study reveals very poor recording practices relating to defaulter retrieval actions. The date on 


which the patient was considered as default was not always recorded. In case of 12.7% of the 
defaulters, the tme lag between the date of interruption and recorded date of default was less 
than five days. This was less than one month in the case of another one fifth of the patients. 
Thus, repeated contacts with patients pnor to declaring as default are uncommon. 

Default retneval actions were only rarely recorded in the treatment cards. The available 
records show that the action was initiated only after seven days in majority of the cases. 

The male health workers like the MPHA (M), Laboratory Technicians and CHOs functioned 


better than the Pharmacists have as DOTS observers. 


Hyderabad sample 


14. 


[5. The proportion of females among the defaulters is 36.8 


6. The category 


'7. The patients who lived wi 


The distribution of patients by age groups showed similar trends to those observed in case of 
Medak. However, unlike in Medak, proportion of those aged less than 20 years being 26%, 
is significantly higher among the cured sample as compared to the percentage among the 


defaulters (14.2%). | 
%, which is considerably high as 


compared to their proportion in Medak. 
[II patients constituted one third of the total defaulte 


ents is also comparatively higher in Hyderabad with 


rs. The proportion of 


27.9% of the total 
Category [I pati 


defaulters. 
thin three-kilometre distance fom treatment centres comprised 


Thus, the distance of less than 10 Kms is not greatly hindering 


hintaan really the travel time and lack of adequate 


the treatment is revealed. It is the distance and not 


“ "” . ent 
ge  eatients have to travel “more distance for treatm 
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_ As in the case of Medak. sh | t 
ot Medak, slightly more than two thirds of the defautters were those who 


discontinued treatment dunng the intensive phase. 


_ The problem of initial detaulters is negligible in Hyderabad as only 3% defaulted without 


commencement of any treatment. However, the problem of early default is as high as in the 


case of Medak. Almost a quarter of the patients discontinued the treatment within seven days 
after the initiation of treatment. 


_ Almost one in eight patients interrupted the treatment for more than three times, where as a 


similar percentage of patients interrupted for at least two times. 


Default retrieval actions are poor as per programme nomms, but surely better as compared to 


Medak since some action was initiated at least in five days time in about 47% of the patients. 
Most frequently, the first retrieval action was intimation by post card (60%). The subsequent 


retrieval actions, in the form of “home visit” were taken only after a gap of about 7 — 10 days. 


Short Course and Standard Regiment. 


22. 


23. 


24. 


25. 


26. 


27. 


Patients of higher age groups generally defaulted more than the others, though the proportion 
of members of age groups 21 — 25 years and 26 — 30 years among the defaulters of the SCC 
and SR categories is also more as compared to their proportions among the RNTCP patients. 
More females than males tended to complete the treatment. 

Greater proportions of Moslems tended to complete treatment when on SCC treatment than 
when on SR treatment in Hyderabad. 

Distance travelled by the patients had no bearing on the completion of treatment for either the 
patients registered for SR or SCC category of treatment in the city of Hyderabad. The data 
for Medak however reveals that patients requiring travelling longer distances tended t default 


in greater numbers. 


The proportions of patients who interrupted the treatment for different times in case of 


patients put on SCC or SR categories of treatment is lesser as compared the proportions in 


the RNTCP patients. 
As in the case of RNTCP, majority of SR and SCC 
hase of immediately after the | 


patients also defaulted from the treatment 


the t ntensive phase. Similarly, the proportions 
during the intensive p 


| more in 
of those who defaulted after consumption of 60 doses in the SCC category were 


Medak than in Hyderabad. 
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Recommendations (Summarised) 


i. Seming g 
CUIY guile lines for cle *faulle re reimeval frole S, re sponsthilttte X, Priorities, maximum cf lay } 


The selection of Laboratory Technicians as DOTS observers should be avoided. Pharmacists as 
DOTS observers may considered only as last option. The role responsibilines of different field 
staff involved in the programme have to Specifically defined. The training programmes need to 
address the issues of setting the default retneval as top pnonty in the programme. There is an 
urgent need to evolve strategies for co-ordination of work among the field staff available within 
the secondary hospitals (attached to P.P Units), the staff of the Sub-centres located in the towns 
where the hospitals are functioning and the DOTS observers in the secondary hospitals. 
Alternately, the Sub-centres located in the towns where the hospitals are functionmg could be 
selected as DOTS centres rather than the hospitals. 


2. Improve the recording of defaulter retrieval actions 


Monitonng of the programme will suffer unless a system of recording of defaulter retrieval 
actions is evolved. Provision may be made on the treatment cards maintained by the DOTS 
_ Observers for the recording of the specific retrieval actions initiated in case of treatment 
interruptions. Submission of monthly reports on the default retrieval actions undertaken along 
with the details of treatment interruptions of patients currently under treatment by the DOTS 


observers /MPHWs should be made mandatory. 


3. Regular audits of default 


Regular audits of default are essential to idéntify the shifts in the default problem. 


4. Addressing high default rates of patients nol started on DOTS regimens 


eated under NTP, the need to address 

The selection of patients for 
with regard to RNTCP/NTP 
also the patient perceptions of 


As a very large proportion of T.B patients continue to be tr 
simultaneously the high default rates of such patients is evident. 
NTP or RNTCP treatment or the preferred choices of patients 


treatment would reveal the providers’ perceptions of patients as 


treatment regimes. 
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3. Suggestions for further research 
The study reveals the significance of further research in the follow ing lines 


1. A prospective study of defaulters that would give greater insights on: 1) the circumstances 
leading to default/ carry through the treatment, 2) familial and community responses to default, 3) 
the specific role played by the health functionaries and DOTS observers in the default retneval 


and 4) strategies that failed and those which succeeded in the default retrieval and the contexts in 
which the strategies have been adopted. 


> 


2. Follow up studies of defaulters of T.B treatment in Public hospitals on health seaking and 
ulness behviour 


+ 


3. Gender discriminations in health care and accessibility and acceptability of T.B treatment in 
Public hospitals for women 


4. Potential role of Panchayat Raj institutions in the implementation and monitonng of T.B 
Programme 


5 Action research to understand the strengths and weaknesses of diferent models for the 
organisation of DOTS (through Health functionaries; Community Volunteers, NGO volunteers; 
Registered Medical Practitioners etc.) 
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INTRODUCTION 
The problem of default under NTCP 


Tuberculosis continues to be major health problem in the state of Andhra Pradesh. It not only causes about 
45 deaths per 100,000 population in the State, but also productivity loss due to disability and pre mature 
mortality to the tune of about 1700 crores per annum. In spite of National Tuberculosis Programme in place 
for over three decades, T.B still continues to be the one causing very high number of deaths and disease in 
the State. The fact that the smear positive cases compnise less than one third of the total number of cases 
detected reveal that only a fourth or fifth of the cases are detected. The poor performance of NTP is also 
evident from the fact that only a third of the cases registered m public sector complete the treatment. 
Purpose of this report 


The RNTCP programme being implemented in Medak district and some parts of Hyderabad in Andhra 
Pradesh since Apnil 1996 definitely produced better results than in the case of NTP. But, the success rate ts 
still not up to the expectations. Default rates remained quite significant. The cohort analysis of the patients 
for the year 1997 in Medak district showed that while the defaulters among the sputum positive new 
patients constituted about 14%, the percentage of defaulters among the negative patients was about 30%. 
The present study is aimed to understand the social background of the defaulters, as it would help to 
categorize the defaulters into different social types and through more light on the social dimensions of the 
disease. An in-depth examination of the association of different socio-demographic factors with default 


behaviour helps us to estimate the coefficients of aggravation and preservation of default. 


The RNTCP envisages DOTS strategy to reduce the default. The programme norms demand an early 


default retrieval action. Hence, it ts also attempted in this study to know the institutional responses to 


default. Thus the two primary objectives of the study are: 


f the defaulters of T.B treatment in public hospitals, so as to 


1. To present socio-demogr aphic profiles o mplete treatment 


identify defaulters as a group of those patients who did not co 
2. To review the institutional responses to the default, and to understand the recording patterns of these 
institutional responses. 
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SOURCES OF INFORMATION FOR THIS REPORT 


Routine reports on case registrations and treatment outcome for RNTCP and NTP 

Data was abstracted from the different registers and reports maintained/submitted at/by the T.B units and the DTC 
under the RNTCP and the NTP. These reports included: 1] the Report on new cases and relapses (RNTCP) 2) the 
Report on the results of treatment (RNTC°), and 3] the Report on cohort analysis (NTP). The T.B register and the 
Laboratory register were the two records used not only to cross verify some data but also to gather some additional 
information. 


Review of treatment cards of patients registered as default 


The study ts pnmanily based on the review of treatment cards maintained for all the patients registered for 
T.B treatment in Public hospitals. All the available treatment cards (276 out of the total 312) defaulters of 
RNTCP treatment during the penod of October, 96 and September 1997 in Medak distnct (representing 
the rural sample) and also in Hyderabad (representing the urban sample) were reviewed. The distnbution 
of the sample patients according to the type of disease as compared to the distnbution out of the total 


numbers 1s as follows. 


TABLE 1: Distribution of sample defaulters and the ‘recorded’ defaulters in Medak by disease categones 
Disease category Recorded defaulters | Sample defaulters 


As a significant proportion of T.B patierits are registered under the NTP regimes, it was felt necessary to 
under NTP in Medak district dunng the reference 


under the SCC category. But in Hyderabad a 
under the SR and SCC regimes in the 
NTP were very high. In view of this, 
random basis. The total sample 


cover this group too. The numbers of patients registered 
period followed were less and all of them were registered 
substantial number of patients were put on NTP treatment, both 


RNTCP areas. The default rates for the patients registered under the 


only about 10 percent of the total defaulters were selected on a systematic 


size of the defaulters for the study was as follows: 
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TABLE 2: Distribution of sample of defaulters by treatment Categones 


Category of treatment Hyderabad Sangareddy 


= i. et ee aR 
via ” 


.3 Review of a matching sampling of treatment cards of patients registered as completing 
treatment 


Total 


[t was thought the interpretations based on the review of treatment cards of defaulters sample would be 
more meaningful only when compared to the findings of sample of those completed treatment. Hence, data 
was abstracted from a matching sample of those registered as completing treatment. The number of cards 
selected in this category from Hyderabad and Medak was as follows. 

TABLE 3: Distribution of matching sample of patients registered as completing treatment 


Category of treatment | Hyderabad | Medak | Total | 


RNTCP | 289 > 6265 554 
NTP(SR) 37 ooh: 37 
TOTAL 378 | 269 647 


To draw the matching sample of cured/treatment completed patients under the RNTCP patients, the 
principles of “same PHC” and “same category of treatment” were followed. However, when the cured 
patients were not available, patients of the neighbouring PHC, but of the same division were selected. 
t were not available in the same PHC, other 


Similarly, when patients of the same category of treatmen 
controls in Medak district could 


categories were also considered. The representativeness of the sample of 


be judged from the following comparisons. 
: Default 
: sqistrations by category & treatment outcomes Cured, Treatment completed and u 
TABLE 4: RNTCP registrations : c - 


strat tcomes of all registered patient 
Category  CuredT reatment Completed Cured/Treatment come leted 
ee ae SS — 
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Outcomes of all registered patient 


Cured/Treatment Completed 


Number 


New smear positive | 905 50.0 


New smear negative 32.0 


er erapeinonn | 2 
thes 


Sample of 
cured 


Defaulters 


Sample of 
cured 


01 


Number 
689 


% 


eted 

Outcomes of Controls 

Cured/Treatment completed 
Number % 


TABLE 7: RNTCP: New smear-positive cases by age groups 


0-1 15-24 25-34 


No 


All 5 | 0.6 108 | 11.9 | 251 | 27. 
esistrations . . 
1/08. 23 | 16.2 | 40 | 281 oa 
! 


3544 


+ 
: 2 | 143 oad 145 | 16.0 | 58| 64 | 905 100 | 
|= 


Ed 


19.7 
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smear-positive Cases by age groups 


TABLE 8: Male new 
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TABLE 9: Female new SsMe€ar-positive cases by age group 


. above | | 
= a ae i 
All 


24.1 | 36 | 14.2 | 30 | 11.9 S | 2.0 | 253 
=m ro ea 


Sample of Tl 35.7 
10.7 
aoe | eT Bais pst po 


24 Cohort analysis of patients followed at secondary hospitals 


registrations 
Defaulters - 


Cohort analysis of the patients followed in nine secondary hospitals under the administrative control of 
APVVP and also patients followed in the Civil Dispensary (Sadasivpet in Medak district) as well as in the 
Rural Health Centre (Pathanchervu, in Medak district) was cared out to compare the default problem in 
such hospitals vis-a-vis the others. 


2.5 Interviews with DTO, RNTCP supervisory staff & Medical Officers of secondary hospitals 


Data was elicited from the DTO, the Medical Officers of secondary hospitals and the available STS and 
STLS through interviews using an interview guide to supplement the information gathered from the 
treatment cards. The interviews covered the issues like role responsibilities of staff tor DOTS, delays in 


defaulter retrieval actions, recording patterns of retrieval actions, training needs etc. 


3 DESCRIPTION OF PATIENTS REGISTERED AS DEFAULT IN MEDAK 
DISTRICT 


3.1 Overview of patient registrations and treatment outcomes (RNTCP) 


During the first three-quarters of the year 1997 and the last quarter of 1996, a total of 1816 patients were 


registered for RNTCP treatment in Medak. The treatment out comes of patients treated under different 


categories of disease are as follows. 8 
TABLE 10: RNTCP registrations and treatment outcomes (cured, treatment completed and defau 


Out comes ) 
| tal ¢ — 
| a ° “= i Cured | % Treatment % Default % Onher ; 

pe aed completed : outcome: | 
13 1.4 153 16.9 | 63 74 


HS 


re A 


New smear positives 


New smear negatives > 72 pe = J 
New extra pulmonary ee 2 ~ ri . 4.3 54 | 48.0 | NM 11.3 
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gents who defaulted immediately after the intensive phase comprised another 15 2% 
: o. 


2 on number of doses consumed prior to default revealed that the initial default 
2 total defaulters. The members who defaulted prior to consuming 12 doses an 
t taking 13-24 doses accounted for another 40% and 26 


mative systems of therapy. The need for 
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file of defaulters registered jn Medak District under RNTC 
Pp 


me of default during course of treatment 


. intensive phase IS Very critical O the total 
ers, a S ivh y more than two thirds were those who defaulted during the intensive phase 


Defaulting during 


continuation phase is thus not so common. Th ' 
e€ data is contrary to the opini 
opinion of some that patien 
ts of 


asive phase will be “self motivated” (in view of perceived severity of disease and also the actual 


fering at this stage) to take treatment regularly and that the problem of default would be more during 
; : . = ” . 

inuation phase, when the “illness disappears”. This data of early default also needs an examination of 
ther it is default from treatment in Public facility? Or default from T.B treatment? 


TABLE 11: Distribution of the defaulters by time of default in Medak district 


‘Intensive 


Time of default Mirzapur Siddipet Sangareddy Narsingi 


ers comprised 16.3% of 
d those who defaulted 


% respectively. The data thus shows that many 


nose who defaulted during the intensive phase have done so after treatment for only for a few days. 


of these patients would have defaulted in view of their preference for treatment from Private sector or 


greater motivation during the initiation of treatment is, however, 


y obvious. 
the time of default 


TABLE 12: Distribution of the defaulters b 


Mirzapur | Siddipet | Sangarcay | Navin te 
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The data for diff IVISIONS S$ i 
or different divisions shows that the problem of initial defaulters is particularly more in Mi Zap 
Abo t ~ . ~ : . ~ : : : i 
ut a quarter of the patients of this division was initial defaulters. The problem of early default is strikin 
8 


in Siddipet division, as about one half of the patients here discontinued just after consuming 1-12 doses 
Place of diagnosis | 


Diagnosis within the division area is not common in three divisions, namely Tekmal, Mirzapur and 
Narsingi. Only in the case of Sangareddy, and Siddipet, the diagnosis is most commonly within the division 
areas due to the location of DTC and the T.B Clinic at Sangareddy and Siddipet town, respectively. 101 out 
of the total 107 cases in Sagareddy division were diagnosed at the DTC. Similarly a large percentage 
(90.5%) of the cases in Siddipet division were diagnosed at the T.B Clinic at Siddipet. More patients (80%) 
of Tekmal division particularly, traveled greater distances for diagnosis either at DTC or at Microscopic 
Centers located out side the division. Where as 57.7% in Mirzapur was diagnosed out side the division 


area, such patients compnised a little less than half in Narsingi division. 


Age and sex distribution of patients registered as default 


Over all the proportion of members aged less than 40 years is higher among the cured patients and also 
among the defaulters. The proportion of the patients aged above 40 years among the defaulters, however, 


Distribution by age groups 


Above 60 

56 - 60 

51 - 55 

46 - 50 
41-45 

36 - 40 
31-35 

26 - 30 

21 - 25 

Less than 20 


60 
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trend. 


Compared 
mpared to all other groups, the percentage of defaulters was high among the a ears 
Mirzapur division. While 19.4% of defi a 
4% of defaulters belonged to 26-30 years, another 15% of defaulters belonged 
to 36-40 in this divisi ke 
years, in this division. The proportion of those aged above 40 years 1s more by about 8% amo 
. . ; De: 
the defaulters as compared to the proportion in the same age group among those who completed th 
e 


treatment. 


In Siddipet division, slightly more than one third of the defaulters belonged the age group of 26-35 years 
Where as about two third among the cured patients belonged to the age group of less than 40 years, the 
proportion of members of the same age group among the defaulters was 54.7%. Very clearly, the 


proportion of those aged above 40 years is more among the defaulters. 


TABLE 13: Distribution of cured and the defaulters by age groups in Medak district 


in years : 
ro Deiat | Cus teed [cues | eens | On 


efaulters in Narsingi and Sangareddy, respectively were aged 


Below 40 
Above 41 


As many as about 25% and 40% among the d 


above 40 years. Among the cured sample population, the ones aged above 40 years accounted for 16.6% 


gh there is no clear indication that defaulters belong 


g the members of higher age groups is evident. It 
g among those aged less than 25 years is less 


and 33.9%, respectively in the same two divisions. Thou 
to any particular age group, the tendency to default amon 


could be inferred from the data that the chances of defaultin 
above 55 years is almost 75%. 


2, 25.4, and 25.8, in Sangareddy, Tekmal, 
s, the proportion of females among those 


than 50%, while the chances of defaulting among those aged 
among the defaulters was 27.8, 18. 


The percentage of females 
As against thi 


Mirzapur, and Narsingi divisions, respectively. 


§%, 11.1%, 21.7%, and 17.9%, respectively for the same divisions. Thus, the 


s varied between 18.2% (Tekmal) and 
about 4% to 10%, than their 


completed treatment was, 24. 
proportion of females among the total d 


27.8% (Sangareddy). The proportion 0 
g the cured sample popul 


efaulters in different division 


f female defaulters is higher by 
ation. The proportion of females to males amone the total 


proportion amon 
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registered patients was approximately |: 


3.2. But the proportion of females to males among the defaulters 
is 1: 2.8. 


Distribution by sex of cured patients 


0 SO 100 150 200 250 300 
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The trend in Siddi iVision i 
pet division is different 
gs: egsinss their proportion of. 29.6%. an The proportion of women in this division among the defaul 
0 ; aulters w 
icul a Y among the cured patients. This Suggests th ee 
particular aia Paty ca at more number of women in this 
¢ 


to com 
plete their 
treatment. 


.4 Religion 


. > e non 
us the data sh a Ss igh y thi p : : 
| | | ent in Public 


in private sector etc. needs to be examined 


Distribution of defaulters by religion Distribution of cured b | 
ured by religion 


84% 


B Hindu @ Moslem O Others w Hindu OMosiem @ Others 


15 Distance to treatment centre and availability of transport 


of about 10 Kms. for availing treatment. 


It appears that patients have not felt it difficult to cover a distance 
to cover more than 10 Kms. 


wever, effected, if the patients were 


The completion of treatment was, ho 
vely travelled less than three Kms., 4-9 Kms. and more 


Among the defaulters, 46%, 25% and 29% respecti 
ent. The proportion of those wh 
Of the 13 patients wh 


than 10 Kms to avail treatm o travelled simular distances among the cured 


31.7% and 32.8%, respectively. 9 travelled more than 11 Kms. to 


sample was 35.5%, 
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. 
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greater default among such patients ultimately. 


TABLE 14: Distribution of cured and the defaulters by distance to treatment center in Medak district 


Non-availability of adequate transport facilites too seems to have not influenced the completion of 
treatment. About two thirds of patients defaulted even while having good transport facilities. On the other 
hand, 40% among the cured patients were stated to be having only moderate or inadequate transport facility. 


Distribution of cured by 
frequency of transport 


Distribution of defaulters by 
frequency of transport 


si Frequent mMocerate inate 


26 Interval between diagnosis and treatment start 


without much delay after the diagnosis. 
agnosis of the disease. But it is 
after one month after the 


Data shows that those who availed treatment, by and large, started it 


About 80% of the patients commenced the treatment within three days of di 


worth noting that 15 patients out the total sample were put on the treatment only 
diagnosis. 
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Time lag 
| (in days) 


In case of Sangareddy and Siddipet divisions’ slightly greater tendency to default by those who commenced 
the treatment a little late is also observed. The patients who delayed the treatment for more than seven days 
comprised 22.2% among the total defaulters as against their percentage of 11.3% among the cured sample 
in Sangareddy. 


Defaulter retrieval action 


Data was obtained on the time lag between last interruption of treatment and the date on which the patient 
has been recorded default. This data indicates the efforts of the health staff in retrieval of defaulting 
patients. Unfortunately the date of default has not always been mentioned on the treatment cards. In such 
cases, the date of default was taken to be 60 days later to the last interruption. In case of 12.7% of the 
defaulters, the time lag between the date of interruption and recorded date of default was less than five days. 
This time lag was less than one month in the case of another about one fifth of the patients. That many of 


the patients were declared as default so early suggests lack of repeated contacts with the patients for default 


retrieval. 


The treatment cards did not indicate any record of default retrieval action in Medak district. Only 


occasionally (9 out of 117 patients), some remarks were noticed in case of patients of Siddipet division. 


The retrieval actions were initiated only after seven days in majority of these patients. 


Treatment interruption among sample of RNT CP patients registered as completing 


treatment 


About two thirds of the patients completed the treatment without any interruption any time. The rest one 
| | | | “A 

third of the patients interrupted for different duration of time and for various numbers of times. It may 

ately completed due to the efforts of the health 


that some of these patients returned for treatment and ultim 


staff As no mention of action 


difficult to make any specific comment on this. 
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more 
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21% 


Thrice 
14% 


Almost half of the patients who interrupted the treatment prior to completion did so only on one occasion. 
While about one fifth interrupted the treatment for four or more times, those who interrupted on two and 


three occasions comprised 17.4% and 14.1%, respectively. 


Profile of default among patients started on daily short-course regimens (NTCP) 


In Medak, as few as 55 patients were registered in the Short Course regime during the year 1997. Only 


four patients amongst them completed the treatment and so default rate was as high as 93.2%. Among the 


defaulters here, a similar percentage (15.6%) belonged to two different age groups, v.iz 26-30 years and 


46-50 years. There were as many defaulters in the age group of less than 40 years as there were in the 


above 41 years age group. 
All those who completed treatment in the SC 
Hyderabad, among the defaulters, the proportion 


C regime in Medak were constituted of only males. Unlike in 
of females was 27.5%, which shows greater tendency to 
pecific comment on the problem of default for the 


No s 
default among the females in the rural areas. 
efaulters in Medak belonged to by and large, Hindu 


different religious groups 1s possible as the group of d 


religion. 
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The Medak data reveals that patients requiring travelling longer distances tended to default in greater 
numbers. Nearly one half of the patients who defaulted were stated to have travelled a distance of more 
than six kilometres to the place of treatment This observation is consistent with the ones made for patients 
under RNTCP treatment. The distance of about 10 kilometres generally did not pose any problem for 
patients of rural areas. But any distance of more than kilometres influenced adversely the treatment 
completion. The data also reveals that many in rural areas defaulted in spite of frequent transport facility to 
the treatment centre from place of residence. Thus it is clear that patients tended to default more for the 


reasons of “longer” distances and more travel time, than for inadequate transport facility. 


As many as 24 out of the total 51 patients put on SCC regime in Medak defaulted during the intensive 
phase. In contrast to what has been observed in urban sample, as many as a quarter of the patients in 
Medak defaulted immediately after the intensive phase. 


4 DESCRIPTION OF PATIENTS REGISTERED AS DEFAULT IN HYDERABAD 
DISTRICT 


4.1 Overview of patient registrations and treatment outcomes (RNTCP) 


During the first three-quarters of the year 1997 and the last quarter of 1996, a total of 1742 patients were 


registered for RNTCP treatment in Hyderabad. The treatment out comes of patients treated under different 


categories of disease are as follows. 
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Profile of defaulters registered in Hyderabad District under RNTCP 


Time of default dunng course of treatment 


in the case of Medak, slightly more than two thirds of the defaulters were those who discontinued 
treatment during the intensive phase. The patients who defaulted immediately after the intensive phase were 


slightly less in Hyderabad, but still quite significant percentage (about one tenth). 


E : / Continuati 
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intensive 
68% 


The problem of initial defaulters is bit negligible in Hyderabad as only about 3% were found to have 


defaulted without commencement of any treatment. However, almost a quarter of the patients discontinued 


the treatment within seven days after the initiation of treatment. 


ed less than 22 doses of treatment. 


defaulters in public facility have not been able to receive the assurance of good treatment early on their 
the health staff 


As many as about 60% of the defaulters 
were formed by those who consum Thus it is clear that majority of the 


treatment. As many of such patients might have preferred treatment from private sector, 


would have not felt the need for default retrieval 
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ABLE 17: Distribution by number of doses consumed before last interruption 


422 Place of diagnosis 


The preference for “higher level” health institutions for diagnosis 1s evident from the data. Almost half of 
the patients in Hyderabad were diagnosed in State T.B Center. The others by and large were diagnosed in 


the T.B Clinics of the areas to which they belonged. That means few patients of one division were 


diagnosed in T.B Clinics of another division. 


TABLE 18: Distribution by place of diagnosis 
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Age and sex distnbution of patients registered as default 


The distnbution of defaulters and the cured by age groups broadly shows trends similar to those observed in 
case of Medak. But, The proportion of above 41 years among the defaulters is not as much as it was 
observed in Medak. The men and women aged 31 to 40 years among the defaulters comprised about 23% 
among the defaulters, where as their percentage among the cured was about 16%. Unlike in Medak, the 
proportion of those aged less than 20 years is significantly higher (26%) among the cured sample as 
compared the percentage among the defaulters (14.2%). 


TABLE 19: Distribution by age groups 


Cured Defaulters 


Age group 
(in years) 


in Medak 
The observations for the distribution of defaulters and cured sample by sex were almost the same in 
of females both among the cured and the defaulters was 


and Hyderabad. However, the proportion | 
ely) in Hyderabad than in Medak. As the proportion of 


considerably high (38.7% and 36.8%, respectiv ae 
“ 
males and females in the total registered patients 1s not readily known from the records, 1 


make further comment on this data. 
TABLE 20: Distribution by sex 
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Religion 


In contrast to what has been noticed in Medak, the proportion of Hindus among the cured sampl 
ple was 


slightly higher (69.5%) than what it was among the defaulters (66.4%). The number of patients 


belonging to religions other than Moslem and Hindu being negligible, the proportion of Moslems 
among the defaulters was 30.5%. 


TABLE 21: Distribution by religion 


Distance to treatment centre and availability of transport 


That the distance is not greatly hindering the treatment is revealed in the Hyderabad data too. The patients 
who lived within three kilometres distance from the treatment centres comprised 53.4% of the total 
defaulters. Another exactly one third of the defaulters were from the areas, which were about 4 to 6 kms. 
from the treatment centres. While the patients living at a distance of more than 10 kms. comprised about 


$°, among the cured, the proportion of such patients among the defaulters was about 8%, which means 


completion of treatment was effected in case of some patients, ‘fa distance of more than 10 kms. was to be 


covered for treatment. All most all the patients in Hyderabad had frequent or moderate transport facility to 


reach the treatment centre. Similarly, the travel time to reach the treatment centre was less than one hour in 


the case of all the patients. We may hence infer that travel time as well as the lack of transport facilities was 


not of great concern for the defaulters. 
TABLE 22: Distribution by distance from place of r 
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TABLE 23: Distribution by frequency of transport 
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Interval between diagnosis and treatment start 


A slightly more than two thirds of the patients in Hyderabad too commenced the treatment within three days 
of diagnosis. Just for two out of every ten, all commenced the treatment within six days. Further, there 


were as many late starters of treatment among the cured as among the defaulters. 


TABLE 24: Distribution by time lag between diagnosis and treatment 
(in days) 
testes [ee 


Defaulter retrieval action 


fforts by the health staff for default retrieval in Hyderabad. 
F about 47% of the patients. The action was initiated 


ts. However, there were good number of 


The records reveal comparatively satisfactory e 
The action was taken at least in five days time in case O 


at least in about 15 days in the case of about 60% of the patien 
en only after 30 days. That no defa 


atients also needs to be taken note of. 


cases in which the action was tak ult retrieval action was noted in the 


treatment cards of about one third of the p 


Default retrieval actions in Hyderabad were eithe 
al action was intimation by pos 


sit by the health staff. Most 
health staff was 


r intimation by post or home v1 
t card. (60%) But, the visit by 
ar by localities The subsequent retrieval 


staff, were made after a gap of about 7-10 days. Most usually 


actions, in the form of home visit by health 
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was 
about two. Compared to other Centers, the staff of the STC initiated the defaulter retrieval actions litt! 
early, in the form of intimation by post. 


ABLE 25: Distribution by time interval between interruption of treatment and first default retrieval action 
Number of days 


mr 


The DOTS observers in the case of about half of the defaulters were Pharmacists of the respective T.B 


Defaulters 


ae 


Clinics. In the case of 21.6% of the patients the T.B Supervisors performed the functions of DOTS 


observer. DOTS observers were not specified in the rest of the cards (27.9%). 


Treatment interruption among sample of RNTCP patients registered as completing 
treatment 
The percentage of patients who completed treatment as per the schedule is slightly less in Hyderabad. 


However, they still formed about two thirds of the total patients. 


Distribution by completion of treatment as per schedule 


al Actions 
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treatment ° 


times, where as a simil 
’ oh | 
proportion of patients interrupted for at least two tim 
es. 


Distributi 
istnbution by number of times treatment interrupted 


Nil B Once O Twice O Thrice & above 


a default among patients started on daily short-course and long-course regimens 
A total of 267 treatment cards of patients’ put on NTCP regimes have been 
these, 92 were under SCC treatment and the rest belonged to RR 
ad are quite high. Approximately only 10% of the 
under the SCC category and 134 under 
completed the treatment 


analysed to understand the 


default problem under the NTCP. Of 
treatment. The default rates under the NTP in Hyderab 


total defaulters were reviewed. Even this 10% constituted about 40 
e figures, the total number of patients who 


under the SCC category. 
C categories defaulted in the intensive phase. 


among the SR category was more by 
pondents were recorded 


the RR category. As against thes 
comprised only 37 under the RR category and 52 
Majority of the patients registered under both the SR and SC 
who defaulted in the intensive phase 


percentages (17.9%) of the res 
As the patients were issued 


However, the proportion of those 
about 15% than those in the SCC. Further, similar 
as initial defaulters both in the SR and the SCC categon 

edicines for 15 days, the records show as if the default started only 
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treatment. The proportion of those who defaulted after consumption of 45 days of doses was comparatively 


more among the SCC category patients than among the SR cateyory in Hyderabad. 


TABLE 26: Distribution by time of default 


Time of default 


Intensive 


Continuation 


Within the urban sample, it was observed that more or less similar percentage was diagnosed at the STC and within 


their own respective division areas. Only rarely paticnts of one division area were diagnosed in another division area 
or in another district. Data according to the age revealed that majority of the defaulters in the Short Course (SCC) 
belonged to the age groups of 26-30 years. Patients of the age groups 21-25 years and 26-30 years together 
comprised slightly more than one third of the total defaulters. But data shows greater proportion of patients aged 41 
years and above among the defaulters than those among the cured (24.6% and 29.1%, respectively). Among the 
cured patients of Standard regime, 21.6% belonged to the age group of 21-25 years. 


TABLE 27: Distribution by age groups 
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Like in the rural sample, males formed majomty both among the defaulters and among the Patients who 
completed treatment under the SR therapy. But the defaulters among the males were in greater numbe 
compared to females. The proportion of females among the treatment-completed category _— 
defaulters was 43.2% and 23.8%, respectively. The data thus suggests that more females than males tended 
to complete the treatment. 


TABLE 28: Distribution by sex 


= | 
completed i D : >a 


The data shows different trends for the SR and SCC categories of treatment in the urban areas. The 
proportion of Moslems among those who completed treatment under the SR accounted for nearly one third 
of the total. As against this, almost six out of every 10 patients who completed treatment under the SCC 
regime were Moslems. However, the proportion of Moslems among the defaulter sample of SR and SCC 


categories was not quite consistent with the above observations, as they comprised 16.4% and 45.3%, 


respectively. Data clearly reveals that distance travelled by the patients for treatment had no bearing on 


completion of treatment for either the patient registered for SR or SCC category of treatment. The 


percentage of patients who defaulted decreased with increase in distance, though majority of the patients 


who completed treatment reported to be residents of areas within three-kilometre radius. Nearly two thirds 


of the patients among the defaulters under both the SCC and SR categories also belonged to areas with in 


three kilometres. 


ent completed categories 


of diagnosis. A slightly more than one third of the patients were 
ion was delayed by 


The patients in whose case the initiati 


Only about a quarter of the patients both among the defaulters and treatm 


commenced the treatment on the same day 
initiated treatment within three days of treatment. 


more than 10 days comprised only a small proportion ( 
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completed treatm y the defaulters (prior to their last interruption) and b 
ent reveals that many of the pati | y those who 
ee ne ticatmen S ents registered in SR category and the SCC category as 
51.3% among those registered in th Sng patients comprised 45.3% among those registered in SR and 
ae e SCC er Among the patients of SCC category, the patients who 
‘ | q , and more than twice comprised 10.8%, 14.9% and 28.8%. respectivel 
e patients of SR treatment, 13.5%, 8.1%, and 18.9% had one, two and more mr , . — 
seid The interruption of treatment for once or more times and for varying pest aa 
in the prolongation of treatment by more than one month in the case of 12.4% of the as i 
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DEFAULT AMONG RNTCP PATIENTS 
me SUPERVISED AT SECONDARY 


The cohort analysis of the patients treated in different CHCs, AHs and the RHC in Medak distnct revealed 
comparatively higher default fates and poorer cure rates. The category wise analysis for all the patients 
registered for treatment dunng the last quarter of 1996 and the first three-quarters of 1997 revealed the 


following default and cure rates. 


TABLE 29: Cohort analysis of the patients treated in CHCs, AHs and RHC in Medak district 


completed 


(% | No. |% _ 


Cat I and Cat III patients 1s almost double in these hospitals than 


The data reveals that the default rates for 
ents for the Medak 


the rates for the Medak district as a whole. 
district as a whole (for patients registered during th 


was 16.8%, the default rate for the same category i 
% and 29.7%, respectively. 


While the default rate for the category I pati 
e last quarter of 1996 and the first two quarters of 1997) 


n the APVVP hospitals was 29.9%. Similarly, the 


default rates for the category III patients were 15.4 The proportion of Category 
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Ul patients in the APPVVP hospitals is slightly less though the default rates among them was als 
significantly high. © quite 


OVERALL PICTURE OF DEFAULT IN RNTCP DEMONSTRATION DISTRICTS 


The default rates of the patients registered for T.B treatment in public hospitals in the study area are quite 
high. However, RNTCP patients as a group both in the urban and rural areas, have less default. The 
achievements in case of RNTCP definitely appear td be far satisfactory, particularly when compared with 
NTCP. However, the fact that the patients registered under RNTCP in these two distncts approximately 
account for only 50% needs to be bom in mind. The issues relating to default under NTCP need as much 
attention in view of over all high default of T.B patients. The figures of default under RNTCP in urban 
areas and in the City of Hyderabad particularly may not be truly indicating the magnitude of the problem, as 
a high number of patients continued to register under the NTCP and that high default rates prevailed in 
-NTCP. How far is the high default related to this “selection” of patients for NTCP (or in other words, how 
far is this comparatively better success of RNTCP related to the selection of patients for RNTCP and NTP!) 


needs to be examined. 


The “high” default rate in RNTCP in Medak is largely because of the contribution of institutions under the 


APVVP. The defaulters among the patients supervised for RNTCP treatment in these few institutions 
of defaulters. The problem of high default in 


‘the Secondary level hospitals is largely because of poor co-ordination between the field staff of the Primary 


Health Centres and the DOTS observers in the Secondary leve 


comprise approximately about a quarter of the total number 


| hospitals, besides improper use of human 
resource. 


practices of defaulter retrieval actions. The 


The review of treatment cards indicates very poor recording 
that contrary to programme 


treatment interruptions and the duration of treatment interruptions suggest 
| ey ieaiials 
norms, action on default is often taken after long delay. Defaulter retrieval action in the form of intima 


t as observed in Hyderabad would have little value in the context of RNTCP treatment. 


by pos 


t Default and Defauilter Retrieval Actions 
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RECOMMENDATIONS 

vn Wo guidelines for defaulter retrieval (roles, responsibilities, priorities, maximum 

The role ambiguities relating to T.B progranime among the staff at all levels need to be clarified at once. 
The present practice of holding the STS primarily responsible for defaulter retrieval particularly needs 
attention. As the laboratory technicians and the pharmacists fail to undertake prompt default retrieval 
actions in view of other pnonities and also because they would not have had necessary training for 
undertaking the defaulter retrieval actions properly, their selection as DOTS observers should be considered 
only as last option. The role responsibilities of different field staff involved in the programme have to 
specifically defined. The training programmes need to address the issues of setting the default retrieval as 
top priority in the programme. As the over all cure rates/success rates in Medak district could be very 
significantly improved by reducing the high default rates of the patients supervised in the secondary 
hospitals, there is an urgent need to evolve strategies for co-ordination of work among the field staff 
available within the secondary hospitals (attached to P.P Units), the staff of the Sub-centres located in the 
towns where the hospitals are functioning and the DOTS observers in the secondary hospitals. Alternately, 
the Sub-centres located in the towns where the hospitals are functioning could be selected as DOTS centres 
rather than the hospitals. 

Improve the recording of defaulter retrieval actions 


At present there is no system of recording the defaulter retrieval action. Monitoring of the programme will 
be difficult unless a system is evolved. Provision may be made on the treatment cards maintained by the 
DOTS observers for the recording of the nature of retrieval actions initiated. There should be no scope for 
“home visit, house locked”). Submission of monthly reports 
on the default retrieval actions undertaken along with the details of treatment interruptions of patients 
currently under treatment by the DOTS observers /MPHWs should be made mandatory. Usefulness of 
default retrieval actions in the form of “posting card” in the context of RNTCP need to be reviewed. 


recording the retrieval actions ‘vaguely’ (like 


Regular audits of default 
Regular audits of default are essential to identify the 


which need special attention. 


shifts in the default problem. The audits help identify the groups 
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4.4. Addressing high defautt rates of patients not started on DOTS regimens 


As a very large proportion of T.B patients continue to be treated under NTP, the need to address 


simultaneously the high default rates of such patients is evident. The selection of patients for NTP or 
RNTCP treatment or the preferred choices of patients with regard to RNT'CP/NTP treatment would reveal 


the providers’ perceptions of patients as also the patient perceptions of treatment regimes. 


Suggestions for further research 


The study reveals the significance of further research in the following lines 


6. A prospective study of defaulters that would give greater insights on: 1) the circumstances leading 
to default/ carry through the treatment, 2) familial and community responses to default, 3) the 
specific role played by the health functionaries and DOTS observers in the default retneval and 4) 
strategies that failed and those which succeeded in the default retrieval and the contexts in which the 


strategies have been adopted. 

7. Follow up studies of defaulters of T.B treatment in Public hospitals on health seaking and illness 
behviour 

8. Gender discriminations in health care and accessibility and acceptability of T.B treatment in Public 
hospitals for women 


Potential role of Panchayat Raj institutions in the implementation and monitoring of T.B programme 
Action research to understand the strengths and weaknesses of different models for the organisation 
of DOTS (through Health functionaries, Community Volunteers, NGO volunteers, Registered 


Medical Practitioners etc.) 


# and Defaulter Retrieval Actions 
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Appendix 1: 
Proforma used to abstract data from patient cards 
I. 1.B Number 
2. Place of residence 
3. Age in years | 
4 Sex : 1) Male 2) Female 
5. Religion ‘ 1) Hindu 2) Moslem 3) Others 
6. Occupation a. ! ) Service 2) Agriculture 3) Labour +) Caste Occupation 
5) Others (specify) 
7. Category of treatment : Di Bea eH 
8. Date of diagnosis : 
Y. Place of diagnosis ; 1) within the division 2) D.T.C 3) Out side the district 4) 
HEBEC 
10. Place where referred for treatment 
I. Distance from place of residence f 
12 Travel time from place of residence ~ ; 1) Less than 1 hour 2) 1-2 hours 
3) 3-4 hours 4) Above 4 hours 
13. Availability of transport : 1) Frequently 2) Moderately 
3) Inadequate 
/4. Date of commencement of treatment 
15 Time lag between diagnosis and treatment 
16. Whether treatment completed or not? ; 1) Yes 2) No 
17 If completed, date of completion 
138 Was the date of completion same as 
expected date of treatment completion? : I) Yes 2) No 
ly If no, number of days prolonged after the 


expected date of completion 
If the treatment has not been completed (defaulted) 


20. Date of default : 
21. When defaulted? ; |) Intensive phase 2) Continuction phase 


3) Immediately after intensive phase 


od Number of doses consumed before 
interruption of treatment 
23. Time lag between interruption of treatment 


and recorded date of default (in days) 
24. Reasons recorded for default, if any 
25. Who was the DOTS observer? 


26. Number of follow up sputum examinations 
completed prior to interruption of treatment 

af. Number of follow up sputum examinations 
should have been completed prior to 
interruption 


d Defaulter Retneval Actions 


DFID Andhra Pradesh TB Project: Patient Default an 


14 = 
a i< 
‘ 
+f > 
B hel 7 
ws s 
7 
> 


~ Te 
- 7. a 
5 ara 
P Ps 2 
& or fie 


pbb Sie LLNS © 


een 


asian Iwata 


1 “Rye yb Beis hy de 
(Ps iy ee, . 


(5% ¥ 


